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NON-CALCULUS OBSTRUCTIONS AT THE 
URETEROPELVIC JUNCTURE* 


BY CHARLES Y. BIDGOOD, M.D.,f AND DOUGLAS J. ROBERTS, M.D.+ 


URRENT opinion is about equally divided 

regarding the role played by abnormal renal 
motility, aberrant vessels, and stricture, as the 
primary cause of non-caleulus hydronephrosis. 
Dr. Marion, reporting cases from Professor 
Papin’s clinic, believes that hypermotility is the 
most important factor, and that nephropexy is 
all thats is necessary, except in the event of 
marked pelvis dilatation. 


Drs. Geraghty and Frontz were of the opin- 
ion that intramural fibrosis is almost always 
the original cause. This opinion was based on 
the finding of this condition in tissue removed 
from the ureteropelvic juncture, at operation, in 
ten cases. In support of this, they point to the 
frequency of renal hypermotility and aberrant 
vessels without evidence of obstruction. This 
speculation is of academic interest, because 
usually, by the time the condition has advanced 
to the point of surgical interference, all three 
of these findings are present, and the most im- 
portant thing is to be sure that all obstructing 
lesions have been relieved. 

Clinically, three problems present themselves 
for decision, in order named. First, the indica- 
tion of preservative measures, contra-nephrec- 
tomy. Secondly, at operation, the determina- 
tion of all obstructing elements, and thirdly, 
whether all obstructions have been removed. 

Conservative procedures are obviously appro- 
priate in solitary hydronephrotie kidneys, and 
in bilateral obstructive hydronephrosis. In uni- 
lateral hydronephrosis the arguments supporting 
plastic procedures and nephrectomy are often 
so nearly equal as to constitute a real dilemma. 
The advisability of removing such kidneys is en- 
hanced somewhat by Dr. Hinman’s researches on 
renal competition and counterbalance. In these, 
it is demonstrated that an obstructed kidney will 
not regain its function after a certain period of 
time, even if the obstruction is removed, because 
the opposite kidney, having undergone anatomi- 
eal hypertrophy, will not release this function, 
and the previously obstructed kidney will 


*Read at the combined meeting of the New York, Philadelphia 
and New England Branches of the American Urological Asso- 
ciation at New Haven, Connecticut, April 21, 1934. 
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Hartforé, Municipal, Torrington, Manchester, and Winsted Hos- 
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Issue,’”’ page 742. 


progress to complete atrophy. Therefore, in the 
absence of a test to determine renal reserve in 
an affected kidney, and the amount of anatom- 
ical hypertrophy of its mate, nephrectomy is 
often decided upon because the final status of 
the renal counterbalance cannot be accurately 
prophesied. 


However, the successful results obtained by 
reparative surgery of the renal pelvis by Drs. 
Quinby, Young, Papin, Walters, and others, have 
given encouragement to the endeavor to save 
many kidneys whose pelves show considerable 
hydronephrosis. 


There is no method for testing renal reserve, 
and the conclusions regarding it must be based 
upon available renal function tests, notably the 
phenolsulphonphthalein secretion. It must be 
remembered, however, that this is a test of renal 
activity over a limited period of time, and it 
gives only presumptive evidence concerning 
renal capacity and reserve. Clinical experience 
has shown that an obstructed kidney, which will 
secrete a very moderate amount of dye over a 
short test period, may be presumed to have suffi- 
cient recuperative ability to eventually recap- 
ture a worth while fraction of its normal func- 
tion. As a matter of fact, a kidney which has 
been sufficiently damaged by back pressure, so 
that it will not secrete any phenolsulphonphthal- 
ein during the period of time which is practical 
to keep the ureter catheter in place will some- 
times regain its function completely. There- 
fore, the comparative urine urea determination 
has been done in several of the cases reported 
here, and we believe that this test is of value 
under these circumstances. 

The total amount of urea secreted at any 
time by both kidneys varies tremendously, 
due to many extrarenal influences. There- 
fore, as a test of total renal function it 
is of little clinical value. However, the 
percentage of urea secreted by a damaged kid- 
ney as compared with that secreted by its oppo- 
site normal fellow is often a valuable test of 
its activity, and an indication of its ability to 
regain its function. By this test, functional ac- 
tivity can be recognized in the presence of a 
negative phenolsulphonphthalein test, and by 
this some patients may be spared their kidneys 
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and the scope of preservative surgery can be 
correspondingly enlarged. 
The following abstract is a case in point. 


J. S. (M. H. No. 31414) aged thirty-nine, was ad- 
mitted August 23, 1931. Urological examination re 
vealed a stone impacted at the ureteropelvic junc- 
ture on the left side. Function tests before and 
after removal of the stone were as follows: 


Right Kidney Left Kidney 


Pre- Post- Pre- Post- 
opera- opera-  opera- opera- 
tive tive tive tive 
App. 4 min- 0 in 30 6 min- 
Time utes min. utes 
Secretion 15 per 12 per 
15 Min. cent cent 
Divided .63 Grams .42 Grams 
Urine per per 
Urea cent cent 


One must therefore be very careful before de- 
ciding that a kidney is irreparably damaged, 
and it is interesting to note the case reported 
by Dr. Young in which the secretion of phenol- 
sulphonphthalein increased from a trace in two 
hours to 48 per cent by virtue of one month’s 
continuous drainage with a ureter catheter. 
This procedure is of unquestionable value when- 
ever it is possible to insert the catheter past 
the obstruction. 


The second problem, that of determining all 
obstructing factors present in the individual 
case cannot be solved until the ureteropelvic 
juncture is exposed surgically. The following 


.procedure has been found to be of considerable 


assistance in this. 

After the ureteropelvic juncture has been free- 
ly mobilized, a small needle attached to a 20 ce. 
syringe was passed obliquely through the wall 
of the kidney pelvis which was then distended 
with sterile saline. The pelvis and ureter are 
dropped into the wound in their normal posi- 
tion, and observed as the pelvis attempts to 
empty. It will be noted that the obstructions, 
due to vessels and bands of sear tissue, are some- 
times much more evident with the pelvis dis- 
tended then when it is collapsed. 

When all visible obstruction has been satis- 
factorily demonstrated and corrected, it must be 
borne in mind that a ureteral kink, a vessel, or 
a band of fibrous tissue tangent to the ureter 
often produces intramural fibrosis of a varying 
degree, not discernible by sight or touch. Re- 
garding this Drs. Geraghty and Frontz say: 
‘‘The true nature of the obstruction is only re- 
vealed, however, by careful microscopic study of 
the region, which brings out the fact that many 
of the obstructions are very slight, narrowing 
simply being present.’’ Therefore, at this point 
in the operation it is distinctly advantageous 
to repeat the pelvie injection. If all obstruc- 
tions have been removed it will be seen to drain 
easily and rapidly, but if narrowing of the lu- 


men persists, distention above it is quickly noted, 
and it can be easily seen that the pelvis is hay. 
ing difficulty emptying itself. It is probable that 
some of the failures which have occurred may 
have been caused by the fact that some slight 
obstruction, such as the above, had been allowed 
to remain. We believe that the value of pelvic 
distention lies in the surgeon’s ability to demon. 
strate, immediately after his corrective opera- 
tion, that all obstructions have been removed, 
The following cases are illustrative: 


CasE 1, Mrs. A. W. (C. H. H. No. 19048.) The 
patient was a woman, aged forty-three, admitted to 


CASE 1, PLATE 1. Filling defect at ureteral pelvic juncture 
Moderate hydrcrephrosis, right side. 


CASE 1, PLATE 2. Shows filling defect to be constant, 
ruling out possibility of peristalsis. 


the hospital complaining of intermittent attacks of 
abdominal pains over a period of ten years. These 
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nad been situated on the right side and had become| is’ a distinct narrowing of the lumen with a filling 


more frequent in the past few years. 
Past History: Unimportant. 
Physical Examination: Essentially negative, ex- 


defect at the right ureteropelvic juncture. There is 
no evidence of a calculus. 


Conclusions: Right-sided hydronephrotic changes, 


cept for a slight tenderness over the right kidney | with apparent stricture, or marked localized spastic 


region and in the right costovertebral angle. 
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CASE 1, PLATE 1. 


Cystoscopic Examination: Bladder normal. Nor- 
mal urine obtained. Ureter catheterization revealed 
sterile urine from both kidneys. 

Intravenous phthalein appearance time five min- 
utes from each side. 

Secretion, left side twelve and a half per cent, 
right side seven and a half per cent in fifteen min- 
utes. 

Roentgenological Examination: Dr. D. J. Roberts. 
(X-ray Plate 1, Case 1.) Left pyelogram shows the 
pelvis, calices and ureters to be normal in size, po- 
sition and contour. The right pelvis, and to a les- 
ser extent the calices, are somewhat enlarged. There 


In order to be sure that this pathological con- 
dition was constant, a second pyelogram on the right 
side was done one week later. 

Roentgenological Examination: Dr. D. J. Roberts. 
(X-Ray Plate 2, Case 1.) 

Reéxamination of the right side of the upper 
urinary tract confirms the previous findings. The 
area of constriction at the ureteropelvic juncture re- 
mains constantly present, indistinguishable between 
a deformity from an aberrant vessel, and intrinsic 
inflammatory changes. 

Final Diagnosis: Obstruction at the ureteropelvic 
juncture. 
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Operation: Division of fibrous band and Heineke- 
Mikulicz operation at the ureteropelvic juncture. 

When the ureteropelvic juncture was exposed there 
Was seen passing behind it a band of fibrous tissue, 
over which the ureter was angulated. This angula- 
tion was accentuated on inspiration. (Figures 1 and 
2, Case 1, Plate 1.) The pelvis slipping slightly be- 
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ureteropelvic juncture still remained. (Figures 1 and 
2, Case 1, Plate 2.) A Heineke-Mikulicz type of 
operation was done at the ureteropelvic juncture, 
(Figures 3, 4 and 5, Case 1, Plate 2.) 
Postoperative Course: Eight weeks after operation 
the right ureter was catheterized and intravenous 


phthalein showed the appearance time four minutes, 


incising ureter 
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CASE 1, PLATE 2. 


hind this band, the ureter angulating upward and 
anteriorly to extend over it. (Figure 2, Case 1, 
Plate 1.) This band was divided, and then on ex- 
piration the pelvis and ureter were without an- 
gulation. After pelvic injection and distention with 
sterile saline solution however, it was seen that on 
inspiration the ureter at the ureteropelvic juncture 
became markedly angulated, and a narrowing was 
present at this point on both inspiration and ex- 
piration. (Figure 4, Case 1, Plate 1.) It was there- 
fore evident that although the apparent primary 
cause of the obstruction, the fibrous band, had been 


removed, a fibrous narrowing of the ureter at the 


and the secretion twelve and a half per cent in fif- 
teen minutes, which represents an increase of five 
per cent function in fifteen minutes. 

Pyelographic Examination: Dr. R. T. Ogden. 
(X-Ray Plate 3, Case 1.) Pyelographic examination 
of the right side shows an irregularity and narrow- 
ing of the upper ureter, particularly at the uretero- 
pelvic juncture. The degree of hydronephrosis is 
largely unchanged. 

Examination: Eighteen months following opera- 
tion. The patient had had no further pain. The 
right ureter was catheterized and urine obtained, 
which was sterile to culture. Intravenous phthalein 
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showed the appearance time three minutes, secre- 
tion twenty per cent in fifteen minutes. This repre- 
sented thirteen and a half per cent increase in func- 
tion in fifteen minutes from this kidney. 


CASE 1, PLATE 8. Thirty-four days postoperative. Roent- 
genological result. 
Pyelographic Ezamination: Dr. R. T. Ogden. 


(X-Ray Plate 4, Case 1.) The upper ureter is smooth 
in outline at this time and maintaining a good cali- 
bre. However, at the ureteropelvic juncture there is 
a localized degree of narrowing which is practically 
confined to the vertebral border of the _ ureter. 


CASE 1, PLATE 4, Suf- 


Nineteen months postoperative. 
ficient ureteral lumen incisura at lateral aspect of ureter. 


Whether this is due to a spasm or a small adhesive 
band here is not well established. The lumen at 
this level however, is well maintained. The same 
degree of enlargement of the pelvis and calices noted 
in the last examination is constant at this time. 

Impression: Improved right-sided urinary tract 
findings. 


Change in Function: 


Right Kidney Left Kidney 


Pre- Post- Pre- Post- 
opera- opera- opera- opera- 
tive tive tive tive 
App. 5 min- 3 min- 5 min- 
Time utes - utes utes 
Secretion  ©734 per 20 per 1234 per 
15 min. cent cent cent 


Although the x-ray examination left something to 
be desired, the patient was free from symptoms, 
urine sterile, and the phthalein secretion had in- 
creased from seven and a half per cent to twenty 
per cent in fifteen minutes. Therefore, while the 
result was not perfect from a roentgenological stand- 
point, it was clinically satisfactory. 


CaAsE 2, Mrs. E.C. (M.H. No. 34728.) The patient 
was a woman twenty-seven years of age, complain- 
ing of severe pain in the left side. The onset of 
her symptoms were two days before admission, since 
which time the patient had been in almost constant 
pain, with fever, slight dysuria, frequency and ur- 
gency. She passed no blood. 


CASE 2, PLATE 1, Double angulation 


Right hydronephrosis. 
of ureter at and just below ureteropelvic juncture. 


Past History: Essentially negative. 

Physical Examination: Temperature 105.6°, pulse 
120, respiration 20. Physical examination essential- 
ly negative with the exception of well-marked 
tenderness over the left kidney region and in the 
left costovertebral angle. 

Four days after admission, under conservative 
treatment, the patient’s temperature reached nor- 
mal, and eight days following admission she was 
cystoscoped. 

Cystoscopy: The bladder was essentially normal. 
Bladder urine, microscopically, showed no pus, and 
a stained smear, no bacteria. Both ureters were 
catheterized and urine collected from each side was 
sterile to culture. 

Intravenous phthalein showed the appearance time 
right side five minutes, left side four minutes, secre- 
tion right side fifteen per cent, left side fifteen per 
cent in fifteen minutes. 

Roentgenological Examination: Bilateral pyelo- 
grams showed the pelvis to be normal in size, posi- 
tion and contour. (Plate 1, Case 2.) On the right 
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side the kidney pelvis was definitely dilated. Just 
below the ureteropelvic juncture there was a filling 
defect, and below this a second filling defect, with 
angulation of the ureter at both points, apparently 
due to obliteration of the lumen of the ureter by 
pressure from the outside, or angulation at this 
point. Below this the ureter was normal. With the 


distended 


pelvis 


andartery causing 
obetruction 


pe VIS 


injection of saline 
into pelvis 


This was caused by a band of connective tissue ex. 
tending from the medial aspect of the lower pole of 
the kidney down to the ureter, and in the center of 
this there was seen a vessel which extended down 
the ureter. (Figure 2, Case 2, Plate 1.) When the 
kidney pelvis was distended with normal saline, this 
double angulation was markedly accentuated. The 
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CASE 2, PLATE 1. 


head of the patient elevated, the kidney was seen to 
drop abnormally. When this occurred, the angula- 
tions became very acute and quite sufficient to 
cause obstruction. 

Diagnosis: Right-sided hydronephrosis, due to ob- 
struction at the ureteropelvic juncture, probably 
caused either by an aberrant vessel or a band of 
fibrous tissue crossing the ureter at this point. 

Operation: Ramstedt operation for stricture of 
the ureter. Division of fibrous band. Straightening 
of angulation in the ureter. 

When the kidney pelvis and ureter were exposed 
there was seen just below the ureteropelvic junc- 


ture, a marked “S” shaped angulation of the ureter. 


connective tissue and vessel were divided, and the 
ureter straightened. The pelvis was again distended 
with saline, and it was evident that although the 
kinks had been relieved, there still remained a lo- 
calized area of narrowing in the ureter about 1 cm. 
below the ureteropelvic juncture. (Figure 1, Case 2, 
Plate 2.) 


A longitudinal incision about 11% ecm. long was 


made through this narrowed area in the ureter. 
This incision extended through the muscular layers 
of the ureteral wall to the depth of the mucosa, but 
not through it. The mucosa was seen to bulge 
through the defect. (Figures 2, 3 and 4, Case 2, 
Plate 2.) After this Ramstedt type of operation had 
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CASE 2, PLATE 2. Nineteen months postoperative. Angu- 
lations straightened. Normal ureteral lumen. Hydronephrosis 
slightly improved. 


been completed, the pelvis was again injected with 
normal saline, and seen to empty easily. A neph- 
ropexy was done. 

Postoperative Note: Five months after operation 
the right ureter was catheterized and sterile urine 
obtained. Intravenous phthalein: appearance time 
four minutes, secretion fifteen per cent in fifteen 
minutes. (Pyelograms. Plate 2, Case 2.) The kid- 
ney pelvis is still considerably larger than normal. 
The angulation and distortion of the ureter have been 
corrected and the ureter showed a normal calibre, 
with no evidence of constriction. 

Change in Function: 


Right Kidney Left Kidney 


Pre- Post- Pre- Post- 
opera- opera- opera- opera- 
tive tive tive tive 
App. 5 min- 4 min- 4 min- 
Time utes utes utes 
Secretion 15 per 15 per 15 per 
15 min. cent cent cent 


Case 3, A.C. (M. M. H. 16295.) Complaint. Pain 
in the right back and right side of abdomen. Gen- 
eral physical examination essentially negative. 
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Urological Examination: Abdomen negative, no 
tenderness or masses over either kidney region or 
in either costovertebral angle. Rectal examination 
showed the prostate and vesicles normal. 

Cystoscopy: On inspection the bladder was nor- 
mal. Catheter ascended to both kidneys and sterile 
urine was obtained from each side. Intravenous 
phthalein: appearance time, left side, sixteen min- 
utes, secretion less than one per cent in fifteen min- 
utes. On the right side no phthalein appeared in 
thirty minutes. 

Urine urea determination. Right kidney .95 Grams 
per cent, left kidney 1.6 Grams per cent. 

X-ray Examination: Dr. D. J. Roberts. (X-ray 
Plate 1, Case 3.) The left pelvis is moderately 


PLATE 1. 
marked on right side. 


CASE 3, Bilateral ureteral angulation. Most 


dilated and angulated forward. The ureteropelvic 
juncture is looped posteriorly. There is a double 
angulation of the ureter at this level. Below this 
point the ureter is normal in appearance. 

The right kidney pelvis is greatly enlarged. The 
same angulation is noted on the right side as on 
the left. 

Roentgen Conclusions: Extensive hydronephrotic 
changes in the right kidney pelvis and a similar 
process to a less marked degree on the left side. 
Both apparently resulting from partial obstructive 
changes at the ureteropelvic juncture. 

First Operation: Straightening of the kink in the 
left ureter. 

When the ureter and the ureteropelvic juncture 
were exposed, there was seen a band of connective 
tissue, apparently running from the lower pole of 
the kidney downward and across the ureter. In this 
band there was a fair-sized vessel. There was also 
a large vessel extending down the kidney pelvis to 
the ureter. (Figure 1, Case 3, Plate 1.) The band 
of connecting tissue and the vessel were divided. 
(Figure 2, Case 3, Plate 1.) When this was done 
the ureter was replaced in its normal position, and 
the pelvis distended with sterile saline. It was then 
seen that when the pelvis contracted in its attempt 
to empty, a marked kinking of the ureter occurred 
at a point at about where the connective tissue had 
crossed it. (Figure 4, Case 3, Plate 1.) The ureter 
was therefore placed in close proximation to the 
lumbar muscles, and over it was sewed a pad of fat 
in order to diminish its motility and prevent kink- 
ing during systole. (Figure 5, Case 3, Plate 1.) 


Postoperative Examination: Ureter catherization 
thirteen days after operation. Sterile urine obtaineg 
from the left kidney. Intravenous phthalein: ap. 
pearance time five minutes. Secretion, five per cent 
in fifteen minutes. Pyelography: Dr. D. J. Roberts, 
(X-ray Plate 2, Case 3.) The hydronephrosis is about 
the same size. The upper three or four cm. of the 
ureter is considerably narrowed. The course of this 
portion of the ureter has been straightened and the 
ureter appears somewhat foreshortened since the 
previous series. 

Second Operation: Two weeks after the first, 
Division of varicose vein at the ureteropelvic june. 
ture. Ramstedt operation at the ureteropelvic junc. 
ture. Transverse pelvic resection. 

The kidney pelvis and ureter were exposed and 
the pelvis found to be very much dilated and re 
dundant. Extending up the ureter were some ab- 
normally large and apparently varicosed veins which 
divided at the ureteropelvic juncture. One division 
extended upward.over the pelvis and into the hilum 
of the kidney. The second division hooked around 
underneath the ureter, and encircled it before enter- 
ing the hilum. (Figure 1, Case 3, Plate 2.) These 
vessels were divided both above and below the 
ureteropelvic juncture. (Figure 2, Case 3, Plate 2.) 
The pelvis was then distended with normal saline, 
and it was evident that the kidney pelvis was un- 
able to empty itself because of its redundancy, 
(Figure 2, Case 3, Plate 2.) This was caused by 
the fact that the ureter did not leave the pelvis at 
its most dependent point, and also because of 
demonstrable narrowing of the lumen at the uretero- 
pelvic juncture. An incision was then made through 
this strictured area to the depth of the mucosa but 
not through it according to the Ramstedt principle. 
(Figure 3, Case 3, Plate 2.) A “V” shaped seg- 
ment was then taken from the pelvis transversely 
(Figure 4, Case 3, Plate 2) and the pelvis closed 
with a continuous suture of No. 1 plain catgut. The 
redundancy and stricture had then been corrected 
ag when the pelvis was distended it emptied read- 

y. 

Postoperative Examination: 
the second operation. Pyelography: Dr. R. T. Og: 
den. (X-Ray Plate 3, Case 3.) Bilateral pyelograms 
show the right renal pelvis to be distinctly smaller 
than in previous examination, particularly in its 
transverse width due to surgical intervention. The 
ureter emerges from the most dependent point of 
the pelvis, with the angulation formerly noted hav- 
ing been corrected. The minor calices are likewise 
smaller and more normal in appearance. The pel- 
vis and calices on the left side are but little changed 
so far as size is concerned. The angulation noted 
in the upper end of the ureter has been corrected 
and the ureter is situated more laterally. 

Intravenous phthalein at the time of discharge. 
Appearance time, right side, five minutes, secretion 
twenty per cent in fifteen minutes. Left side, ap- 
pearance time, five minutes, secretion fifteen per 
cent in fifteen minutes. Both kidney urines sterile. 

Change in Function: 

Right Kidney 


Thirteen days after 


Left Kidney 


Pre- Post- Pre- Post- 
opera- opera- opera- opera- 
tive tive tive -tive 
App. 0 5 min- 16 min- 5 min- 
Time utes utes utes 
Secretion 0 20 per Less than 15 per 
15 min. cent 1 per cent cent 
Case 4, Mrs. M. M. (C. H. H. 22337.) A woman 


twenty-nine years old, admitted to the hospital com- 
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plaining of intermittent attacks of pain in the right 
side over a period of fifteen years. These had never 
been severe until six weeks ago when she had a 
very severe attack, which recurred two weeks ago, 
and was accompanied by chills, fever, and frequency 
of urination and pyuria. 

Past History: Essentially negative. 

Physical Examination: Temperature 101.8°. Gen- 
eral physical examination essentially negative in so 
far as heart and lungs were concerned. There was 
moderate tenderness over the right kidney region, 


CASE 3, PLATE 2. 
Poor filling. 


Thirteen days postoperative, left side. 


but no masses were felt. No tenderness over the 
left kidney region. The urine contained pus, and a 
stained smear showed many colon bacilli. 

Cystoscopy: The bladder showed a diffuse catar- 
rhal inflammatory reaction. Otherwise negative. 
Both ureters were catheterized, and culture of the 
urine from the right kidney showed colon bacilli. 
The left kidney urine was sterile. Intravenous 
phthalein appearance time, left side four minutes, 
secretion twenty per cent. Right side: appearance 
time, seven minutes, secretion fifteen per cent in 
fifteen minutes. 

Roentgen Findings: Dr. D. J. Roberts. (X-ray 
Plate 1, Case 4.) The left kidney pelvis is essen- 
tially normal. The right kidney pelvis is consider- 
ably enlarged. The calices showing moderate dilata- 
tion. The ureteropelvic juncture is distorted and 
angulated upward. 

Conclusions: Distortion of the right ureter, par- 
ticularly at the ureteropelvic juncture, where there 
are moderate obstructive changes causing a rather 
marked degree of hydronephrosis. 

Operation: When the ureteropelvic juncture was 
exposed, there were tremendous varices surrounding 
the ureter, and it was first thought that these might 
be the cause of the obstruction. (Figure 1, Case 4.) 
They were divided and the pelvis distended with 
normal saline. It was then seen that, on inspira- 
tion, the ureter at the ureteropelvic juncture an- 
gulated over a band of fibrous tissue as shown in 
figure 2, case 4. This» was therefore divided. (Figure 
3, Case 4.) When this was done, there was consid- 
erable narrowing at the ureteropelvic juncture, so 
that when the pelvis was distended with normal 
saline, it still did not empty. A longitudinal inci- 
sion was made at the ureteropelvic juncture, accord- 
ing to the Ramstedt principle, as shown in figure 


3, case 2, plate 2. The pelvis still could not empty 
due to redundancy of its lateral aspect as shown in 
figure 4, case 4. Therefore a transverse “V” shaped 
segment was taken out of the pelvis, as shown ip 
figure 5, case 4, and the defect closed by continu. 
ous suture of No. 2 plain catgut. When this had 
been accomplished the angulation at the ureteropel- 
vic juncture was straightened so that the pelvis 
emptied freely. A small wound was made in the 
ureter just below the site of the Ramstedt operation, 
and a No. 9 catheter passed up into the pelvis for 
drainage. 

Examination: One month after operation. Phenol- 
sulphonphthalein test: Appearance time, four min. 
utes, secretion eleven and a half per cent in fifteen 
minutes. The kidney urine was sterile to culture. 


Change in Function: 


Right Kidney Left Kidney 


Pre- Post- Pre- Post- 
opera- opera- opera- opera- 
tive tive tive tive 
App. 4 min- 4 min- 4 min- 
Time utes utes utes 
Secretion 15 per 114 per 20 per 
15 min. cent cent cent 
Roentgen Findings: Dr. R. T. Ogden. (X-ray 


Plate 2, Case 4.) The kidney pelvis is distinctly 
smaller than on previous examination, and the 
calices likewise appear slightly less enlarged. There 
is a slight deformity of the pelvis at its junction 
with the ureter at the site of the surgical interven- 
tion, where the lumen appears slightly narrowed. 

Roentgen Conclusions: Improved right-sided urin- 
ary tract findings. 


This case was the second in which a longi- 
tudinal incision through the muscular coats of 
the ureter down to the mucosa had been made 
for a localized area of narrowing. This pro- 
cedure similar to the Ramstedt operation for 
congenital pylorie stenosis, has given very satis- 
factory results in these cases. It possesses sev- 
eral advantages over the Heineke-Mikuliez type 
of operation in that there is no limit to the 
length that the incision ean be made. Also, 
since the urinary tract is not opened, there is 
no danger of the introduction of infection into it. 

In the latter of the two cases it was necessary 
to open the pelvis in order to do the transverse 
resection., Therefore, a ureter catheter was in- 
serted from below to the site of the Ramstedt 
into the pelvis. In the event that a resection is 
not necessary, this should not be done. Dr. 
David M. Davis has recently reported a similar 
procedure in which multiple incisions were made 
through the muscular coat of the ureter. It 
would seem that this is advisable if the pelvie in- 
jection shows that one incision has not sufficed. 
If however, the pelvis empties readily after one 
incision through the muscular coat, it would 
be wise to forego making further ones because 
there is danger of opening the mucosa. In a 
recent case in which this type of operation was 
attempted, it failed because the mucosa was 
nicked. This accident will probably be unavoid- 
able in some eases. 
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(Right Side.) 
The name Ramstedt is reproduced as t appeared on th: original drawing. 
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It has been said that the Heineke-Mikulicz 
type of operation has several disadvantages. In 
the first place, it is likely that the stitches used 
to effect the transverse closure of the longi- 


CASE 8, PLATE 3. Two weeks postoperative, right side. 
Four weeks left side. 
tudinal wound will not hold for a long enough 
period of time actually to make the wound heal 
transversely. Secondly, when the transverse 
closure is made on one side of the ureter, a 


CASE 4, PLATE 1. Right-sided hydronephrosis with distor- 
tion of right ureter. 


pucker, or valve-like fold in the opposite wall 
may result, due to the small calibre of the tube. 
This irregularity may perpetuate the obstruc- 
tion, or cause a urinary fistula to persist. We 
believe that the postoperative pyelograms in 
case 1, which shows the incisura on the vertebral 
border of the ureter at the site of the operation, 


may well be interpreted as demonstrating such 
a fold. In this particular case, however, it is 
apparently doing no damage because the lumen 
of the ureter is sufficiently wide to allow free 
drainage in spite of this. When, however, the 
longitudinal incision through the muscular coats. 
of the ureter is such that the mucosa is allowed 
to bulge through the opening, as in the Ram- 
stedt type of operation, the lumen is correspond- 
ingly widened, and the danger of introduction 
of infection is eliminated. 


SUMMARY 


Because a kidney shows no evidence of func- 
tion, as tested by dye secretion, it cannot be said 
that it is irreparably damaged. 

Simultaneous bilateral urine urea determina- 
tions are of use in doubtful cases. 

An accurate test of kidney reserve as an index 
of its recuperative ability is desirable, but not 
available at present. 

Pelvie injections at operation are of assistance 
in demonstrating whether or not all factors tend- 
ing to obstruct have been removed, and, unless 
every such impediment is removed, failure will 
often occur. 

The Ramstedt type of operation for fibrous 
narrowing of the ureteral lumen, presents sev- 
eral advantages over the Heineke-Mikuliez prin- 
ciple. First, it does not entail the opening of 
the urinary tract, and thereby diminishes the 
opportunity for infection to enter. Secondly, 
there is no limit to the length that incision may 
be made and thirdly, there is no danger of puck- 
ering the opposite wall of the ureter. 

Pelvic infection will often subside spontane- 
ously if free drainage is obtained. (Cases 1 
and 4.) 

Clinical and functional improvement is often 
more satisfactory than the roentgenological, in 
that the pelvis dilatation often persists. It is 
possible that if a pelvis is dilated sufficiently 
over a period of time, it loses its muscular tone, 
and will not contract to the usual normal size, 
even though it is draining well, and is dynami- 
cally satisfactory. 


ROENTGENOLOGICAL SUMMARY 


Before any operative procedure is attempted, 
coned down interval pyelographs of the uretero- 
pelvie junction, to determine the emptying time 
of the pelvis, are of value, particularly when 
used in comparison with a similar study made 
after such a plastic or other operative proce- 
dure. This will show comparative results. Thus 
a restoration of function may be visualized, 
whereas anatomically as viewed on a single 
radiograph, the relief may not be apparent. 
This was not done in these cases, but we think. 
that it should be. 

Excretion urography may be an aid in deter- 
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mining the emptying ability of a pelvis, but only 
when a solitary kidney is present or one acting 
as such. 

The postoperative degree of dilatation of the 


CASE 4, PLATE 2. Condition four weeks postoperative. 


kidney pelvis or calices as noted in a pyelogram 
is not an accurate criterion of the functioning 
capacity of the kidney. 
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e 1860 J. Braxton Hicks first described in the 
Lancet the method of ‘‘combined internal 
and external version’’ which bears his name. 
Four years later’ he published a monograph on 
the same subject illustrated by the clear and 
simple drawings which are reproduced in this 
article. Hicks was the first to substitute a 
breech for a vertex presentation by the use of 
both the external and internal hands, although 
a somewhat similar manoeuvre had been em- 
ployed by Wiegand as early as 1807. Wiegand, 
however, had never in this way performed com- 
plete version but had confined his operations to 
transverse or oblique presentations. He used 
both hands externally to bring the nearest 
fetal pole, either the head or the breech, over 
the inlet and then by vaginal manipulation he 
drew it into the pelvis. He was followed in 
Germany by Mattei, Stoltz, Martin, Hohl, and 
Carl Esterle. To Hicks, therefore, belongs the 
credit for the combined or bipolar version as 
we know it to-day. Until his time women with 
placenta previa were treated by vaginal packs, 
the colpeurynter or cervical dilatation followed 
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by immediate internal podalic version and ex- 
traction, a method conducive to a very high mor- 
tality. His discovery that the cone-shaped 
half breech was the most effective tamnon 
for the placental site, combined with his intel- 
ligence in recognizing that once the infant was 
turned, further dilatation of the cervix should 
be left to nature, has been the means of saving 
many lives. 


TECHNIQUE 


The method of performing combined version 
has changed in no important particular from 
the days of Braxton Hicks. The position of the 
fetus is first determined by abdominal palpa- 
tion. With the patient under anesthesia the 
whole hand is passed into the vagina. If the 
position is left, the left hand is used; if right, 
the right hand is employed. Two fingers are 
introduced through the cervix. If there is a 
marginal or partial placenta previa the mem- 
branes are ruptured. Should the afterbirth en- 
tirely cover the os, it is perforated with a hys- 
terectomy clamp in a space between cotyledons 
and two fingers are passed into the amniotic cav- 
ity. As much fluid as possible should be re- 
tained in the uterus to facilitate the manoeuvres 
which follow. The head is pushed upward and 
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to the side in the direction of the occiput while 
the other hand makes external downward pres- 
sure upon the breech in the other direction, so 
that a transverse presentation is produced. 
(Fig. 1.) When the head has been dislodged 


Fic. 1. 


FIG. 1. Dislodgment of the head. (Hicks.) 


above the brim of the pelvis, the outside hand 
is employed to lift it upward toward the fun- 
dus. The fingers in the uterus search for a foot. 
(Fig. 2.) The fetal hands are first encountered 


Fig. 2. 


Vertex in process of conversion into transverse pres- 
(Hicks.) 


and are pushed onward in the direction of the 
head. After a foot is identified it is gently drawn 
through the cervix, the outer hand meanwhile 
leading the head farther up into the fundus and 
thus completing the version. (Fig. 3.) 

With three or more fingers dilatation and 
with a clear idea of the position and of what 
the operator wishes to accomplish, the proce- 
dure presents no difficulty to the trained ob- 
stetrician. If, however, the os is only two fin- 
gers dilated he frequently finds that it is not 
sufficiently open to permit the passage at the 
same time of both the fingers and the fetal 
foot. Under such circumstances he may be 


achieve this end. Such a procedure cannot be 
condemned too strongly. It is almost certain to 
cause laceration which, although bad enough in 
any case, may in placenta previa become the 
first act of a tragedy. Jellett? advises that in 
such cases the foot be led into the cervix and 
that the fingers be withdrawn into the vagina 
and be used to make counterpressure against the 
portio vaginalis while the outer hand, exerting 


Fic. 3, 


FIG. 3. Bringing down a foot. (Hicks.) 


pressure upon the breech, pushes the foot and 
leg through the os. While this procedure oc- 
easionally may be of value, in certain other in- 
stances it does not produce the desired result. 
A method used in our clinic for delivering the 
foot through the cervix has proved useful on 


FIG. 4. Bringing foot through cervix with sponge holding 


forceps. 
numerous occasions. After the foot has been 
led into the cervical opening the fingers are 
withdrawn and it is gently grasped in sponge- 
holding forceps held in the outside hand and 
operating under the guidance of the vaginal 
fingers and is thus drawn through the os. 
(Fig. 4.) 

If the os is only one finger dilated, no attempt 
should be made to stretch it instrumentally or 
digitally. In such a case a Voorhees bag should 


tempted to stretch the cervix sufficiently to 


be employed, introducing it into the ovum in 
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placenta previa as it thus more effectually checks 
bleeding, or in other cases outside the sac in or- 
der to preserve the liquor amnii and so later 
facilitate version. 

After the foot and leg are delivered through 
the vulva, the half breech acts upon the cervix 
and the lower uterine segment as a conical tam- 
pon, so that in placenta previa the fetus sits 
upon the afterbirth and presses it firmly upon 
its site. (Fig. 5.) All hemorrhage immediate- 


FIG. 5. Hemorrhage arrested by the pressure of the half 
breech on the placenta. (Redrawn from Bumm.) 


ly and invariably ceases. The accoucheur is 
now secure in the knowledge that until the in- 
fant is expelled the mother will bleed no more. 
Usually a fillet is applied to the ankle by a clove 
hitch and a one or two pound weight is attached 
by a cord passing over the foot of the bed. Only 
sufficient traction is maintained to check bleed- 
ing. The so-called slow manual extraction is 
not Braxton Hicks version but is accouchment 
forcé and in placenta previa is accompanied by 
the same high mortality. Hicks himself said, 
‘‘and here again I wish to urge the importance 
of not delivering the child with rapidity after 
the accomplishment of version’’. Once the in- 
fant is turned, the foot brought outside and 
the bleeding has ceased the rest of the delivery 
is left to nature, manual intervention being 
employed only in some instances to free the 
shoulders or the aftercoming head and then only 
with the utmost gentleness. 


Textbooks of obstetrics almost without excep- 
tion advise Braxton Hicks version as the opera- 
tion of choice in placenta previa for the gen- 
eral practitioner who is untrained in obstetrics. 
Such a statement is hard to understand in view 
of the technical difficulties that from time to 
time we have encountered in our clinic and in- 
spires the thought that these authors could have 
had no great personal experience with the op- 
eration. Indeed, except for deliberate manual 
dilatation of the cervix, it is difficult to think 
of any vaginal manipulation which may if mal- 
adroitly performed be more difficult or produc- 
tive of more harm. I shall show later by point- 
ing out the obstacles encountered and the mis- 
takes made in our hospital what these diffieul- 
ties are. 


INDICATIONS. (Table 1.) 


Placenta Previa. Forty-five, or approximate- 
ly two-thirds of the 71 combined versions, were 
performed for placenta previa. Of these, 16 
were marginal, 14 were partial, and 15 com- 
plete; practically an even distribution. Three 
of the patients died, giving in combined version 


TABLE 1 
Indications No. Maternal 
Cases Mortality 
Placenta Previa 
Marginal 16 2 
Partial 14 0 Total 6.7 
Complete 15 
Premature Separation 
of the Placenta 12 2 or 16.7 
Preéclamptic Toxemia 5 0 
Eclampsia 3 0 
Hydramnios and Anencephaly 2 0 


Prolapsed Cord, Prolapsed Cord and Transverse, 
Transverse, Polyarticular Arthritis, 1 Each with 
0 Mortality. 


a mortality of 6.7 per cent for placenta previa. 
Our death rate, therefore, is similar to that re- 
corded in Braxton Hicks version by certain re- 
cent writers. Among these are Schnitzer*, who 
reports a death rate of 6.9 per cent from the 
Doederlein Clinie in Munich, 9 per cent as 
quoted by Hégler* from the Second Woman’s 
Clinic in Vienna and 8 per cent as compiled 
from the study of 2,048 cases collected by von 
Ammon’. Better results have been reported by 
Thiemke® who gives in 42 cases a mortality of 
2.4 per cent. The best statistics ever appear- 
ing in the literature not only for combined ver- 
sion, but for placenta previa treated by any 
method, were those of Stratz’, who in 1915 de- 
scribed 110 cases delivered personally, practical- 
ly all by Braxton Hicks version, with a loss of 
one mother, a death rate of 0.9 per cent. Such 
a record is possible only in the hands of a sin- 
ele operator possessed of unusual judgment and 
skill and cannot be duplicated in a clinie where 
the work is done by different members of the 
staff. 

Two of our three deaths occurred in patients 
with marginal implantation and the other in a 
ease of complete previa. Since all three pa- 
tients who died presented points of interest and 
instruction, I shall here describe them briefly. 

The first case, aged forty, a para vii, entered 
the hospital in the thirtieth week of pregnancy, 
not in labor. She had bled a slight amount the 
day before. The cervix was two fingers dilated 
and the os was covered by a complete placenta 
previa. A Braxton Hicks version was per- 
formed and a stillborn child weighing five 
pounds and one and a half ounces was deliv- 
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ered one hour later. Vigorous attempts were 
‘made to liberate the arms and the aftercoming 
head and a tear into the lower segment of the 
‘uterus and broad ligament resulted. No donor 
for transfusion was available and the patient 
died immediately after delivery. 


Since the infant weighed slightly over five 
pounds and the mother was in good condition, 
a Caesarean section could have been under- 
taken with a high prospect of success to the pa- 
tient and with more than a fair chance of sur- 
vival for the child. Having, however, commit- 
ted himself to combined version, the operator 
apparently became unduly apprehensive lest 
he lose the infant and, according to the record, 
used an undue amount of foree in liberating 
the shoulder and the head. It is difficult to 
understand why, if the cervix had become fully 
dilated, the delivery of a five pound infant in a 
para vii should not have been an easy matter. 
When in placenta previa the aftercoming head 
is arrested by an incompletely dilated os, it is 
far better to disregard the baby and to per- 
forate the skull than to risk a laceration of tlie 
cervix and lower segment which may, as in this 
case, prove fatal. We have performed craniot- 
omy for this reason in five instances and now 
advocate it in all dead or non-viable infants 
when the head does not easily pass the cervix. 

The second case was that of a para vil, azed 
twenty-seven, who entered the hospital with rup- 
tured membranes after twenty-four hours of la- 
bor. Examination in her home by the family 
physician four hours before entrance was at- 
tended by such profuse hemorrhage that he 
packed the vagina with cotton, using his bare 
hands. Asepsis received little, if any, atten- 
tion. On entrance there was a foul vaginal dis- 
charge. A marginal placenta previa was found 
and a Braxton Hicks version was performed. 
Spontaneous delivery of a six pound twelve 
ounce child followed in an hour. The patient 
ran a protracted septic course and succumbed 
on the thirty-ninth day. In this instance a Cae- 
sarean section followed by hysterectomy with 
free drainage might have saved her life. 

The third case was that of a para xvii, aged 
thirty-nine, who entered at full term. She had 
bled one day before entrance and had been ex- 
amined twice outside by the local physician. A 
marginal placenta previa was found and a Voor- 
hees bag was introduced. She developed an intra- 
partum infection with a temperature of 101.4 
degrees. The bag was removed, having been in 
place six hours, and a Braxton Hicks version 
performed. The patient delivered herself spon- 
taneously one hour later of a nine pound one 
and a half ounce stillborn infant. She died on 
the seventh day of puerperal sepsis and embolic 
pneumonia. As in the second case, Caesarean 
section followed by hysterectomy might, in view 
of the subsequent course, have considerably im- 
‘proved her chances of recovery. 


If we consider these three fatal cases judi- 
cially we ask ourselves if a point has not been 
made in favor of Caesarean section in placenta 
previa under all circumstances. We must con- 
cede that the first patient who died of a rup- 
tured uterus would probably have survived, as 
would her infant, had she been subjected to 
abdominal delivery. On the other hand, unless 
followed by hysterectomy, Caesarean section in 
the two infected cases would only have killed 
the patients more promptly. Extraordinarily 
good results have been reported by Bill® who 
records 104 patients with placenta previa, 82 
of whom were delivered by Caesarean section, 
with a mortality for the complete series of only 
1.92 per cent. Unfortunately, however, the case 
for abdominal delivery, as set forth in the recent 
literature, is not so favorable. Among 27 Cae- 
sarean sections reported by Thiemke the death 
rate was 7.4 per cent. At the Doéderlein Clinic 
11.3 per cent of the women having placenta 
previa and subjected to extraperitoneal section 
died and 28.5 per cent of those undergoing trans- 
peritoneal hysterotomy. von Ammon reports 
a death rate of 7.3 per cent in 2,320 operations. 
In sixty-seven cases of Caesarean section for 
placenta previa at our clinic there was a mor- 
tality of 5.9 per cent. Our cases were care- 
fully selected and the operations were per- 
formed upon women in good condition who were 
all known, through vaginal examination, ac- 
tually to have placenta previa, with living, 
viable and normal children and were done large- 
ly in the interest of the infant. In our insti- 
tution women with dead, non-viable or de- 
formed children have been delivered by Brax- 
ton Hicks version, with or without preliminary 
metreurysis, depending upon the dilatation of 
the os, since the welfare of the infants may be 
disregarded. If the patient survives, and we 
believe that her chances of recovery are at 
least equal to those following Caesarean section, 
provided that the operation is skillfu!ly per- 
formed and for the proper indications, the ques- 
tion of repeated abdominal hysterectomy in sub- 
sequent normal pregnancies is not raised, and 
she may, like any other woman have her later 
babies through the pelvis. It has always ap- 
peared illogical to perform Caesarean section to 
accomplish the delivery of an infant which had 
no chance of survival, provided that a less rad- 
ical procedure could be adopted without in- 
creased risk to the mother. Although this 
method has been applied under these conditions 
to all types of placenta previa we are now con- 
sidering the advisability of simple rupture of 
the membranes in marginal implantation, since 
all authorities record a low maternal mortality 
and the procedure entails the least manipula- 
tion. Since in rupture of the membranes the 
reported fetal mortality is about 40 per cent, 
it should not compete with Caesarean section 


if the child is living, viable, and normal. 
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Premature separation of the placenta. Twelve 
eases were delivered by combined version with 
two deaths, a mortality of 16.7 per cent. 

The first patient who died was a para ix, 
aged thirty-nine, who entered the hospital in 
the twenty-eighth week of pregnancy. The uterus 
had attained the size of a full term and was 
board-like and tender. A diagnosis of utero- 
placental apoplexy was made and a Braxton 
Hicks version was performed, the cervix being 
two fingers dilated. Thirty-five minutes later a 
stillborn infant weighing six pounds was deliv- 
ered and the patient died immediately after- 
ward. 

The second was a primipara of thirty-two in 
the thirty-sixth week of pregnancy. The diag- 
nosis of uteroplacental apoplexy was followed 
by rupture of the membranes, tight gauze pack- 
ing of the cervix and vagina and the applica- 
tion of a Spanish windlass abdominal binder. 
The patient was suffering from fulminating 
toxemia and developed suppression of urine and 
jaundice. At the end of twelve hours, since 
the methods already employed had failed to in- 
duce labor, a Braxton Hicks version was per- 
formed. This also failed to bring about definite 
uterine contractions and the patient died un- 
delivered. 

Although our series of cases of premature sep- 
aration treated by combined version is small, the 
results do not lead us to continue the practice. 
It is doubtful if intrauterine manipulations of 
any extent are advisable in the presence of com- 
plete or partial separation of the placenta, es- 
pecially if associated with toxemia. 


Toxemia. In five patients who developed tox- 
emia in the middle trimester of pregnancy and 
in three eclamptics labor was induced by the 
Voorhees bag and finished by Braxton Hicks 
version. The termination of pregnancy in such 
individuals without resorting to the more radi- 
cal procedure of abdominal or vaginal hyster- 
otomy has always been a problem. Castor oil, 
pituitary extract and rupture of the membranes 
do not usually produce results. The metreuryn- 
ter alone is often unsuccessful, for even if it 
should excite uterine contraction and be ex- 
pelled, labor may come to a standstill and one 
find on examination a thick cervix which has 
been stretched only enough to allow the passage 
of the bag. Our present procedure is to insert 
a metreurynter of a diameter equal to the es- 
timated size of the fetal head, taking particular 
care not to rupture the membranes and to leave 
it in place for from twelve to twenty-four hours. 
The cervix is then found to be considerably 
softened and sufficiently dilated to permit bi- 
polar version. Once the fetus is turned, labor 
proceeds at a satisfactory rate. Since the 
fetus is non-viable, if the head becomes arrested 
at the cervix, we do not hesitate to perforate it. 
In the toxemic and eclamptic group there were 


Other indications. Two patients with acute 
hydramnios and anencephalic monsters, two 
with transverse presentation, one complicated 
by prolapse of the cord, one with prolapse of 
the cord in a vertex presentation, and one with 
polyarticular arthritis, all with dead or non- 
viable infants have been delivered by Braxton 
Hicks version without a maternal death. 


OBSTETRICAL STATUS OF THE MOTHERS 


Sixteen of our seventy-one patients were pri- 
miparae and fifty-five were multiparae. In ten 
the membranes had ruptured spontaneously, in 
ten they were ruptured artificially when a Voor- 
hees bag was introduced and in fifty-one they 
were ruptured at the time of the Braxton Hicks 
version. In twenty cases the cervix was pre- 
pared by the insertion of a Voorhees bag. The 
average time the bag remained in the cervix 
was ten hours and thirty minutes. The shortest 
time was forty-five minutes and the longest 
thirty hours. In eight cases the os was one fin- 
ger dilated when bipolar version was _per- 
formed; in forty-three cases it was two fingers; 
in eleven cases three fingers; in seven cases four 
fingers; and on two occasions the dilatation was 
not stated. Table 2 shows the time interval 


TABLE 2 


TIME INTERVAL BETWEEN BRAXTON HICKS VERSION 
AND DELIVERY 


Less than 15 Minutes 
15-30 
30-45 
45-60 1 

1-2 Hours 
2-3 ii 


O 


Over 
Not Stated 
Died Undelivered 


Shortest Time 5 Minutes 
Longest Time 20 Hours 


70 P. C. Delivered in from 30 Minutes to 4 Hours 


between the completion of combined version 
and delivery. It will be noted that while the ex- 
tremes are five minutes and twenty hours, in 
70 per cent labor was terminated in between 
thirty minutes and four hours. The average 
interval in the eight toxemiec and eclamptic 
cases, however, was nine hours. 


POSTPARTUM HEMORRHAGE 


There were twelve cases of postpartum hem- 
orrhage, an incidence of about one in six, with 
two deaths. Both of these fatal cases already 
have been summarized. (Table 3.) In four 
instances the bleeding came from the cervix 


eight cases with no maternal mortality. 


alone; in five instances from the uterus alone; 
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and in three cases from both structures. The 
cervix, then, was torn seven times or once in 
every ten cases delivered by Braxton Hicks 
version. Here we have additional evidence 
that bipolar version is no operation for the 
general practitioner. It should be noted, how- 


ever, that these accidents occurred in our ear- 
lier cases. 


Since then, due to improvement in 


FETAL MORTALITY 


The same mechanical factor which checks 
bleeding in placenta previa so surely, the pres- 
sure of the half breech upon the placenta, also 
militates against the infant’s chances of sur- 
vival since it actually sits upon at least a por- 
tion of its own blood supply. It is not surpris- 


TABLE 3 
POSTPARTUM HEMORRHAGE 


Case Diagnosis Source Cervical Pack Man. Int. Trans. Result 
No. Suture Re- Douche 
moval 


Plac. 


1 P. Sep. Plac. : 0 0 0 0 

13 Marg. Prev. Ut. 0 0 _ 0 0 Well 
14 Cx; Vag. 0 0 0 
16 0 0 0 0 
17 Ut. and Cx. Ut 0 0 0 
18 P. Sep. Plac. Cx; 0 0 0 
19 Comp. Prev. Ut. and Cx. oe Ut. 0 0 i) Died 
21 Ut. 0 Ut: 0 0 0 Well 
25 Pro. Cord Cx: - 0 0 0 0 e 
26 Comp. Prev. Ut. and Cx. - Ut. 0 0 0 - 
33 Par. Prev. Cx. _ 0 0 0 0 - 
64 Marg. Prev. Ut. 0 0 0 0 — - 


technique, we have had thirty-eight consecutive 
cases with no cervical lacerations. During this 
time the only case of postpartum hemorrhage re- 
sulted from atony of the uterus. 


FEVER IN THE PUERPERIUM 


As measured by our standard of a tempera- 
ture of 100.4 degrees or over for any two suc- 
cessive days in the puerperium, twenty-one cases 
or 29.6 per cent were febrile. This is about 
six times higher than the general morbidity for 
the hospital which ordinarily runs about 5 per 
cent. (Table 4.) The morbidity following 


TABLE 4 
MorBIDITY 


(Temperature of 100.4 or Over for Any Two 
Successive Days of the Puerperium) 


29.6 P. C. 


All Cases of Braxton Hicks Version 
so 


General Hospital Morbidity 


Placenta Previa 
45 Braxton Hicks Version 26.7 
67 Caesarean Sections 43.3 


“e 


forty-five Braxton Hicks versions in placenta 
previa was only 26.7 per cent, while that follow- 
ing sixty-seven Caesarean sections for the same 
indication was 43.3 per cent, a ratio of two to 
three. The morbidity after Braxton Hicks ver- 
sion for placenta previa, therefore, is consider- 


ing therefore that the fetal mortality in Brax- 
ton Hicks version is exceedingly high. (Table 5.) 


TABLE 5 
STILLBIRTHS AND NEONATAL DEATHS 


Dead or in Poor Condition Prior to Braxton 


Hicks Version 16 

Non-Viable (Under 4 Pounds) 30 

46 

Viable and Living at Beginning of Operation 27 
Survived 8 
Died with Mother Undelivered 1 
Stillborn 14 
Neonatal Deaths 4 


Mortality for Viable and 


Living Infants Parc, 


Reasons for Operation with Viable and 
Living Infant 

Actual or Suspected Infection 3 

Alarming Hemorrhage 4 

Choice of Operation Unexplained 20 


In our series of seventy-three infants, including 
two pairs of twins, there were sixteen cases 
where the fetus was dead or in poor condition 
and thirty where it was non-viable, that is, 
under four pounds, making a total of forty-six 
infants who could not have been saved by any 
method of delivery. Of the twenty-seven that 
were living and viable at the time of operation 


ably less than that following Caesarean sec- 
tion for the same indications. 


eight survived. Table 6 indicates that all of the 
surviving infants were born to mothers who had 
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placenta previa, that the longest time interval 
between version and birth was one hour and 
thirty minutes, and that all weighed at least 
four pounds and ten ounces. Of the fatalities 
one infant died with the mother undelivered, 
fourteen were stillborn and there were four neo- 
natal deaths, giving a mortality of 70 per cent 
among infants who might possibly have survived 
had some other method of delivery been selected. 


TABLE 6 
SuRVIVING INFANTS 
Case Diagnosis Elapsed Time Weight 
No. Version to Delivery 
3 Par. Prev. 1 hour 4 lbs. 10 oz. 
7 Comp.Prev. 35 minutes 5 lbs. 602. 
9 Comp.Prev. 20 6lbs. 402. 
14 Marg.Prev. 20 5 lbs. 7 oz. 
17 Marg. Prev. 1 hour 30 minutes 5 lbs. 13 oz. 
21 ##Comp.Prev. 45 minutes 11 lbs. 6 oz. 
31 Marg.Prev. 40 5 lbs. 602. 
37 Marg. Prev. «40 = 4 lbs. 10 oz. 


Three of these babies were delivered by Brax- 
ton Hicks version on account of actual or sus- 
pected infection, although as we have already 
seen, Caesarean section with removal of the 
uterus would have been a more logical proce- 
dure. Four were delivered on account of alarm- 
ing hemorrhage which permitted no time for 
abdominal operation and in twenty, the choice 
of operation was unexplained. Were we to 
assume, however, that Caesarean section would 
have guaranteed the lives of all these infants 
we would be in error. Study of our series of 
sixty-seven abdominal deliveries shows that of 
sixty-eight infants, since there was one pair 
of twins, eight were stillborn and eight died, a 
mortality of 23.5 per cent. Interference with 
the fetal blood supply and prematurity are fre- 
quent factors in placenta previa and cannot. be 
entirely avoided by any particular method of 
delivery. A fetal mortality of 23.5 per cent, 
however, is far better than one of 70 per cent, 
and we must conclude that a considerable num- 
ber of these twenty babies could have been saved 
if Caesarean section had been selected instead 
of Braxton Hicks version. 


SUMMARY AND CONCLUSIONS 
1. Seventy-one cases of Braxton Hicks ver- 
sion are reported. 


2. In forty-five cases of placenta previa thus 
treated there were three deaths, the maternal 


of premature separation of the placenta there 
were two deaths, or a mortality of 16.7 per 
cent, while in the remaining fourteen cases there 
were no deaths. 

3. In the entire group postpartum hemor. 
rhage occurred once in every six cases and lacer. 
ation of the cervix in every ten. In the latter 
half of our series there were no cervical tears 
requiring suture, thus indicating that we have 
profited by our earlier errors. 

4. The puerperal morbidity following Brax- 
ton Hicks version was about six times the gen- 
eral hospital febrile rate. In placenta previa, 
however, the postoperative morbidity of Brax- 
ton Hicks version was only two-thirds that of 
Caesarean section. 

5. The mortality for viable and living infants 
was 70 per cent. In twenty of our cases, Caesa- 
rean section would probably have been a better 
operation, since the infants were living, viable 
and normal and the mothers in good condition. 
6. Braxton Hicks version in all three types 
of placenta previa invariably arrests the hem- 
orrhage. Once turned, the remainder of the 
delivery must be left to nature to avoid cervical 
jaceration. In dead or non-viable infants, should 
the aftercoming head be arrested in the 0s, 
craniotomy will spare the cervix. 

7. Braxton Hicks version ip our opinion is 
still the operation of choice in partial and com- 
plete placenta previa when the infant is dead, 
non-viable or a monster. Under like cireum- 
stances marginal placenta previa can probably 
be treated to better advantage by simple rup- 
ture of the membranes. When the infant is liv- 
ing and viable, Caesarean section is indicated 
regardless of the type of placenta previa. 

8. Braxton Hicks version preceded by metre- 
urysis for from twelve to twenty-four hours has 
proved a satisfactory method of terminating 
pregnancy for toxemia or other indications in 
the middle trimester of pregnancy. 
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ALLERGIC SKIN REACTIONS—COLMES 


A CLINICAL EVALUATION OF THE POSITIVE SKIN 
REACTION IN ASTHMA, URTICARIA, VASOMOTOR 
RHINITIS AND SEASONAL HAY FEVER* 


BY ABRAHAM COLMES, M.D.t 


HAT the diagnostic import of the protein 

skin test is not infallible and that frequent 
irregularities exist in the relationship between 
the skin reacting allergen and the patient’s 
symptoms, has been recognized since the early 
studies on human hypersensitiveness. 

In 1916 Blackfan’ called attention to the oc- 
currence of ‘‘egg’’ eczema in children who had 
negative skin tests to egg. In 1918 Walker? 
pointed out that the positive skin tests cannot 
always be incriminated as causative of the pa- 
tient’s symptoms, an observation subsequently 
borne out by Schloss*, who also added that a 
negative skin test is not conclusive. O’Keefe* 
substantiated Schloss’s findings, stating that in 
eczema of infaney some clinically sensitive pa- 
tients fail to give a response to protein tests. 

Additional evidence of the same nature has 
been subsequently presented by Kern®, Maytum’, 
Rackemann’, Feinberg®, and more recently by 
Rowe?®, and Hill'?, in communications 
dealing with the variances in the relationship 
between the skin tests and the patient’s symp- 
toms. And yet, notwithstanding such diver- 
gencies, ‘‘skin testing’’ has perceptibly grown 
in popularity with allergist and clinician alike, 


its dependability apparently resting on the find- 


ings of a ‘‘positive reaction.’’ This positive re- 
action has been exhaustively treated in innu- 
merable publications, including all of the re- 
cent textbooks on allergy. 

A great deal of confusion, however, has been 
created in the minds of the readers through the 
method of recording the skin tests. Most au- 
thors seem to be concerned with the percentages 
of ‘‘positive skin reactors’? in their respective 
clinies, while little mention is made of the fre- 
queney with which the skin-reacting allergen is 
of actual etiologic significance. To cite but few 
examples: in their respective studies on asthma, 
Walker reports 48 per cent, of positive reac- 
tions, Rackemann 45 per cent”, Cooke 73.4 per 
cent'®, Peshkin 79 per cent**, Rowe 91 per cent”, 
ete., which figures, while undoubtedly correct, 
fail to indicate the rédle of all these reacting 
proteins in the causation of the patient’s symp- 
toms. 

While to the scrutinizing student of allergy, 
such figures are of academic interest. to the 
easual reader they are intriguing, for they sug- 
gest a high incidence of important positive 
reactions in allergy. 

*From the Anaphylactic Clinic of the Beth Israel Hospital, 


Boston, and from the Anaphylactic Clinic of the Massachusetts 
General Hospital, Boston. 


~Colmes, Abraham—Assistant Visiting Physician, Beth Israel 


Hospital. For record and address of author see “This Week’s 
Issue,”’ page 742. 


In this communication an attempt has been 
made to evaluate the ‘‘ positive reaction’’ in the 
light of its etiologic significance in several of the | 
allergic manifestations in man. The data here 
presented were obtained from the records of 
250 patients with bronchial asthma, 93 with 
urticaria, 222 with perennial vasomotor rhini- 
tis and 314 with seasonal hay fever. All 
allergens which gave positive skin reactions, 
whether by the scratch or intradermal methods 
of testing, were placed in one column and their 
relationship to the patient’s symptoms noted 
in another. For the sake of comparative study, 
we have placed in an adjoining column all other 
allergens which proved to be clinical offenders, 
though failed to react on the patient’s skin. 

In presenting these data, we are aware of 
the incidental pitfalls in any attempt to eval- 
uate with certainty the causative agent in al- 
lergy. First, the frequency of multiple sensitiv- 
ities precludes the possibility of a precise diag- 
nosis, unless all offenders are recognized and 
eliminated at the same time, which is often an 
impossible task. Secondly, great variability in 
skin reactions may occur when the test is per- 
formed by a different technic’ or on a different 
site’?. We have considerable data on hand in- 
dicating that variations may also occur when 
the skin test is repeated by the same technie, 
but at a different time. The variability in the 
degree of the patient’s general sensitivity as in- 
fluenced by acute and chronic infections, fatigue, 
constipation, metabolic, endocrine, psychie and 
nutritional disturbances may frustrate all ef- 
forts at the establishment of a correct relation- 
ship between the symptoms and the skin-react- 
ing allergen. And yet, the prominence which 
the skin test has been accorded in spite of all 
existing exceptions, permits a free discussion of 
the subject on a similar prerogative basis. 

Tables 1, 2, 3 and 4 treat of the patients with 
asthma, urticaria, perennial vasomotor rhinitis 
and seasonal hay fever, respectively. 


TABLE 1 


Skin TESTS AND SYMPTOMS COMPARED 
IN ASTHMA 


(250 Patients) 


Tests Clinically 
Positive Important 


Clinically 
Important 
but Tests 
Negative 


Foods 

Animal Danders 
House Dust 
Pollens 


750 
428 
306 
197 


184 or 25% 
128 or 30% 
223 or 73% 
134 or 68% 
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Altogether in the 250 patients with asthma, 
1685 positive skin reactions to foods and in- 
halants occurred. Of these only 679, or forty 
per cent, were related to the patient’s symptoms. 
At the same time 286 non-reacting allergens 
proved to be of equal clinical importance as de- 
termined by the history of the case and by trial 
and error elimination diets in this group. As 
noted from this table, more positive reactions 
have occurred to inhalants than to foods, 935 
and 750, respectively, and that fifty-three per 
cent of the reacting inhalants and only twenty- 
five per cent of the reacting foods were of 
etiologie significance. 


TABLE 2 


TESTS AND SYMPTOMS COMPARED 
IN URTICARIA 


(93 Patients) 


Tests Clinically Clinically 

Positive Important Important 

but Tests 

Negative 
Foods 736 32 or 4% 74 
Inhalants 82 2 or 2% 2 


In ninety-three patients with urticaria, 818 
positive reactions were obtained to foods and 
inhalants combined. Of these only thirty-four 
or about four per cent were related to the pa- 
tient’s symptoms, as contrasted with another 
seventy-six non-reacting allergens which were 
found to be equally important clinical offenders. 
As would be expected, here the ratio between 
the positive reactions to foods and inhalants was 
more than nine to one, or 736 to eighty-two, re- 
spectively. It is significant that where extrinsic 
factors were at play in this group, the specific 
allergen was discovered more than twice as often 
through the history of the case or through trial 
and error diets, than through skin tests, seventy- 
four to thirty-four, respectively. 


TABLE 3 


Skin TESTS AND SYMPTOMS COMPARED 
IN VASOMOTOR RHINITIS 


222 Patients) 


Tests Clinically Clinically 

Positive Important Important 

but Tests 

Negative 
Foods 345 25 or 7% 37 
Animal Danders 270 57 or 21% 9 
House Dust 182 119 or 66% 28 
Pollens 110 85 or 77% 4 


In vasomotor rhinitis, 907 positive skin reac- 
tions to foods and inhalants were obtained in 
222 patients. Two hundred and twenty-seven 
of these or about twenty-five per cent, were 


clinically related to the patient’s symptoms, 
while another seventy-eight non-reacting aller. 
gens proved to be of equal clinical importance, 
While the ratio of the reacting foods to in- 
halants in this group is 1 to 1.6, or 345 to 562, 
respectively, the corresponding ratio of their 
clinical importance is that of 1 to 8, or 25 to 
202, respectively. 


TABLE 4 


SKIN TESTS AND SYMPTOMS COMPARED 
IN Hay FEVER 


(314 Patients) 


Tests Clinically Clinically 
Positive Important Important 
but Tests 
Negative 
Pollens 314 310 or 99% 4 


Of 314 patients with seasonal hay fever, 310 
gave positive reactions to the offending pollens 
(pretty close to 100 per cent) and only four pa- 
tients failed to show a skin reaction to the ex- 
citing pollens. 


COMMENT 


These figures are interesting and instructive. 
They point to the futility of resting our allergic 
studies on the skin test by itself and make us 
question the rational of prescribing specific 
diets or suggesting the institution of environ- 
mental changes on the basis of the positive skin 
reaction alone. If, as we believe to be the ease, 
our figures correspond to those of other work- 
ers in allergy, then at best we can expect forty 
per cent of the positive reactions in asthma, 
twenty-five per cent of the positive reactions in 
vasomotor rhinitis and only four per cent in 
urticaria to be of some clinical value. The rest 
of the positive reactions must be placed in the 
group of the unexplained phenomena in allergy. 
If we add the figures for the combined groups 
with asthma, urticaria, and vasomotor rhinitis, 
we have a total of 565 patients in whom 3405 
positive skin reactions occurred. Of these only 
940 or twenty-seven per cent were of clinical 
importance. 

The preponderance of positive reactions in 
pollen disease is striking. This may be due 
either to the greater skin sensitizing power of 
pollen antigens over other allergens, or to the 
fact that our knowledge of the pollenating flora 
for a given district helps us in selecting only 
the suspected pollens for skin testing, or to both. 
In any event, the skin test in pollen disease re- 
mains outstanding as an aid in diagnosis. 

In presenting these data, we have no intention 
of belittling or discrediting the value of the skin 
test. Were it not for the occurrence of the pos- 
itive skin reaction, the whole concept of clini- 


eal allergy and of the relationship of protein 


: ve 
NC 
: | hy 
ail 
sit 
su 
i sk 
th 
tr 
th 
in 
sl 
tl 
t! 
a 
a 
( 
; 
4 


VOL. 212 
NO. 16 


FRACTURE OF THE CORACOID PROCESS—COUES 727 


hypersensitiveness to certain distinct human 
ailments, would have been lost. 
significant positive reactions do occur and with 


reacted to the pollens which were causative of 
Furthermore, | their disease. 


These results indicate that, in the study of 


sufficient frequency to justify the procedure of| allergic diseases, the positive skin reaction can- 


skin testing. 


What we learn, however, from|not be accepted as a sole basis for determining 


this study is the need of departure from the] the offending factor. 


traditional method of recording skin tests on 
the basis of ‘‘positive reactors’’ and substitut- 
ing this by figures which point to the etiologic 
significance of each individual positive reac- 
tion. Only in this way can the intelligent ap- 
plication of the skin test be disseminated, so 
that the less experienced in this work may not 
accept the dogma that dermal application of 
protein extracts can divulge the intricacies of 
all human hypersensitiveness. 


SUMMARY 


The records of 250 patients with asthma, 
93 with urticaria, 222 with perennial vaso- 
motor rhinitis and 314 with seasonal hay fever 
have been reviewed and the relationship 
of the positive reactions to the patients’ symp- 
toms noted. 

In the group with asthma, forty per cent of 
the reacting proteins were of diagnostic im- 
portance; in urticaria, four per cent; in peren- 
nial vasomotor rhinitis, twenty-five per cent, 
while in seasonal hay fever nearly 100 per cent 


REFERENCES 


1. Blackfan, K. D.: Cutaneous reaction from proteins in ecze- 
ma. Am. J. Dis. Child. 2:441, 1916. 
2. Walker, I. C.: A clinical study of 400 patients with bron- 
chial asthma. Boston M. & S. J. 179:288, 1918. 
3. Schloss, O. M.: Allergy in infants and children. Am. J. 
Dis. Child. 19:433, 1920. 
4, O’Keefe, E. S.: Protein sensitivity in children with negative 
cutaneous reactions. J. A. M. A. 80:1120, 1923. 
5. Kern, R. A.: The interpretation of skin tests in the diag- 
nosis of bronchial asthma. Atlantic M. J. 30 :290, 
1926-27. 
. Maytum, C. K.: The value of skin tests in the diagnosis 
of asthma. Proc. Staff Meet. Mayo Clin. 4:66, 1929. 
. Rackemann, F. M.: Studies in asthma. J. Allergy. 2:113, 
1930. 
. Feinberg, S. M.: The uses and limitations of skin tests 
in allergy. J. A. M. A. 95:1665, 1930. 
. Stevens, F. A.: A comparison of pulmonary dermal sen- 
sitivity to inhaled substances. J. Allergy. 5:285, 1933-34, 
10. Rowe, A. H.: An evaluation of skin reactions in food sen- 
sitive patients. J. Allergy. 5:135, 1933-34. 
11. Hill, L. W.: Chronic atopic eczema (neurodermatitis) in 
childhood. J. A. M. A. 103:1430, 1934. 
12. Rackemann, F. M.: Studies in asthma. J. Lab. & Clin. 
Med. 12:1185, 1927. 
13. Cooke, R. A.: Studies in specific hypersensitiveness. J. Im- 
munol. 7:147, 1922. 
14. Peshkin, M. M.: Asthma in children. Am. J. Dis. Child. 
31:763, 1927. 
15. Rowe, A. H.: The treatment of bronchial asthma. J. A. 
M. A. 84:1902, 1925. 
16. van Leeuwen, S.: Allergic Diseases. Philadelphia: J. B. 
Lippincott Company. Pp. 35 and 36, 1925. 
17. Alexander, H. L.: ‘‘Physical allergy’. Report of a case 
with successful treatment. J. Allergy. 2:164, 1930. 


FRACTURE OF THE 


fracture of the coracoid process is 
so unusual that the report of a case seems 
justified. The anatomic situation of the ‘‘crow’s 
beak’’ is probably responsible for this, the 
process being situated more deeply than the 
other bony landmarks about the shoulder. 

According to most authorities, the coracoid 
process develops from five centers of ossification, 
becoming solid at seventeen years of age. In 
considering injuries of the coracoid, we must 
remember the attachments to its tip, namely the 
pectoralis minor, coracobrachialis, and the short 
head of the biceps. The coracoacromial liga- 
ment from all accounts is important concerning 
this fracture. The base of the process is so sit- 
uated as to be well protected from ordinary 
shoulder trauma. 

In conversation with several roentgenologists 
I found that some had seen no instances of this 
fracture, and others, perhaps one or two. Some 
good textbooks on surgery make no mention of 
it, and in treatises devoted to fractures it is 
given scant attention on account of its rarity, 
some not even mentioning it. 


*Coues, William Pearce--Former Instructor in Surgery, Tufts 
College Medical School. For record and address of author see 
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OF THE SCAPULA 


BY WILLIAM PEARCE COUES, M.D.* 


CORACOID PROCESS 


Mrs. N. W., a widow, fifty years 
The past history 
was unimportant save for the fact that operation 
had been done five years ago for carcinoma of the 


Report of case: 
of age, seen on August 11, 1933. 


left breast. There was a good result with no re- 
currence noted at the time of this injury. 

The story of the accident was that four days 
before being seen she had fallen down a flight 
of stairs, striking over the anterior left shoulder 
region and the left side. 

Examination showed slight ecchymosis and ten- 
derness over the left side in the anterior axillary 
line. There was marked tenderness over the shoul- 
der region, especially anteriorly in the area of the 
subacromial bursa. Careful palpation of the shoul- 
der region showed no crepitus, and no definite sign 
of fracture was made out. There was marked 
limitation of shoulder motions, the limitation be- 
ing almost exactly as is seen in an acute traumatic 
subacromial bursitis. A tentative diagnosis of this 
was made at this time. The chest was strapped and 
the arm was put up with a sling and circular. 

A few days later x-ray examination showed no 
fractures of the ribs. The coracoid process was 
broken almost completely through near the base, 
with considerable displacement, the larger frag- 
ment pointing quite sharply downwards. Her re- 
covery of motion was fairly prompt. In about three 
weeks pain had largely disappeared about the 
shoulder with tenderness much diminished. 

In November, 1934, examination showed no atrophy 
of shoulder muscles and no tenderness. All motions 


“This Week’s Issue,’ page 742. 
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of shoulder were performed to normal limits. It 
is of interest to note in this case that the clinical 
findings at the time were consistent with a traumatic 
subacromial bursitis, and it is entirely possible that 
the patient may have had this as well as the frac- 
ture of the coracoid. 


Pringle’ in his article states there is no dis- 
placement of fragments in this injury unless the 
coracoclavicular ligament is ruptured. 


Cotton’ states the injury to be very rare and 
that appreciable displacement is improbable, ex- 
cept as accompanying luxation. 


There seems to be varying opinion expressed 
as to a question of bony union in this injury, 
some authorities stating that union is usually by 
bone and others saying that it remains fibrous. 

Epiphyseal separation has occasionally been 
noted, Stimson* reporting a case in a child of 
six years which was verified by autopsy. 

Apparently diagnosis can be tentatively made 
after shoulder injury where there is marked 
pain on foreeful voluntary adduction of the 
arm, and flexion of the forearm. 

Gurlt stated that of six specimens examined, 
bony union was found in only one. There have 


been occasional reports of the injury from mus. 
cular violence alone, due to pull of the short 
head of the biceps and the coracobrachialis and 
lesser pectoral muscles. In cases of injury with 
a direct blow or fall on the anterior region of 
the shoulder, giving symptoms of a subacromial 
bursitis, this very rare injury must be kept in 
mind. 


Summary: A ease of fracture of the coracoid 
process of the scapula is reported and the 
symptoms described. A partial review of 
the literature of the subject is given. 
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RESULTS OF PNEUMOTHORAX 


Of fifty sanatoria which volunteered to collabo- 
rate, twenty-four furnished data on pneumothorax 
sufficiently complete and suitable for study and 
tabulation. The study divided itself into two parts; 
the first was designed to ascertain in what propor- 
tion of patients pneumothorax therapy had been 
attempted, the proportion of “operative failures” 
and other related information, while the second 
part consisted of detailed case records, the total 
number of which submitted was not so large, 
probably because of the exacting criteria required. 


TERMS DEFINED 


To obtain comparable data it was necessary to 
define a number of terms. Intentional termination 
of pneumothorax was assumed when refills had 
been allowed to relapse. Termination was con- 
sidered unintentional when obliterative adhesions 
had encroached on the pleural cavity. The term 
pneumothorax treatment required that there must 
be a demonstrable pleural sac and the patient must 
have received at least 100 cc. of air or gas at 
regular intervals over a period of at least three 
months. 

Very important, not only for this study, but for 
consideration of pneumothorax in general, was the 
effort of the Committee to define precisely what 
is meant by effective collapse. Keeping in mind 
clinical, roentgenographic and laboratory criteria, 
the Committee decided that the following three 
conditions should be met, or at least two of them, 
when the third was doubtful or not stated: 

1. Disappearance of symptoms. 

2. Disappearance of bacillary sputum. 


3. Demonstrable closure of cavities, especially 
roentgenographically. 


STATISTICAL DATA 


The incidence of pneumothorax reported by the 
sanatoria varied from 1 per cent to 34 per cent 
with an average of approximately 10 per cent. 
Twice as many females as males received pneu- 
mothorax treatment and by far the largest number 
was between the ages of 20 and 35—an age dis- 
tribution corresponding to the age-period of great- 
est frequency of pulmonary tuberculosis. 


Approximately 40 per cent of the cases which 
received pneumothorax treatment showed  con- 
siderable cavitation, that is, destruction involving 
the collapsed or ‘treated’ lung, and 25 per cent 
moderate cavitation, making a total of about two- 
thirds having more or less marked pulmonary de- 
struction prior to beginning pneumothorax therapy. 

The contralateral lung appears to have been es- 
sentially uninvolved in about one-third of the cases 
studied; slight lesions were recorded in a little over 
one-third; and moderate ones in a smaller group. 
Very few cases with contralateral cavitation were 
recorded. 

Effective collapse was obtained or maintained 
in 38 per cent of the cases. In nearly two-thirds 
of the series it was necessary to discontinue treat- 
ment prematurely, most frequently because of the 
development of pleural complications. Two factors, 
small proportion of cases susceptible to effective 
collapse, and forced and premature discontinuance 
of collapse, appear to limit most seriously the suc- 
cess of pneumothorax therapy. 


(Continued on page 733) 
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PROGRESS IN GASTRO-ENTEROLOGY FOR 1934 


BY E. S. EMERY, JR., M.D.* 


(Continued from page 684, issue of April 11) 


Cancer of the Stomach 

W. Cramer gives some interesting data con- 
cerning cancer of the stomach in an address 
before the International Cancer Congress in 
Madrid in October, 1933. He states that only 
in England does the mortality from cancer of 
the stomach reach such a low figure as twenty- 
five per cent of the total cancer mortality. The 
United States and Australia come next with a 
mortality of 42.8 per cent and 42.7 per cent re- 
spectively. In countries where the mortality of 
gastric eancer is higher, the incidence may 
reach seventy per cent of the total cancer mor- 
tality. Wherever such an analysis is made, 
cancer of the stomach is more frequent in the 
country districts than in the urban population. 
According to the author this seems to exclude 
the possibility that differences in the accuracy 
of diagnosis are responsible for these wide vari- 
ations and to show that they must be due to 
differences in habits or conditions of life. To 
support this idea he quotes the analysis made 
by Dr. Stevenson ten years previously. This 
analysis showed that the incidence of cancer 
of the upper digestive tract increased as one 
descends the social scale whereas the incidence 
is almost the same in all classes for the lower 
part of the digestive tract. The author be- 
lieves, therefore, that the stomach is exposed in 
certain social classes to certain conditions which 
lead to cancer but which are avoided to a large 
extent by the upper social classes. 


Flynn and Duckett believe from their study 
of postoperative cases and autopsied cases that 
subtotal resection for cancer of the stomach, 
even in advanced stages, has a low primary mor- 
tality, a good chance of cure. Therefore, they 
believe that physicians should not hesitate to 
advise surgery even in patients who appear to 
be in an advanced state of the disease. 


Dahlgren describes an interesting case in 
which there was an endothelioma which was at- 
tached to the stomach by means of a pedicle. 
This weighed two kilograms at the time of re- 
moval and the histologic diagnosis was that of 
lymphangio-epithelioma. He also mentions 
twelve similar cases which he had collected 
from the literature. 


: The prevention of cancer. Lancet. 1:1 (Jan.) 


tomy for carcinoma. Am. J. Surg. 24:746, 1934. 
Dahlgren, L.: Endothelioma of the stomach. Acta chir. Scan- 
dinav. 75:451, 1934. 


*Emery, E. S., Jr.—Associate in Medicine, Peter Bent Brigham 
Hospital, Boston. For record and address of author see ‘This 
Week’s Issue,’”’ page 742. 


Gastric Crisis 

Fellows discusses a case of dementia para- 
lytica with tabes with gastric crises which was 
treated by forced spinal drainage. It is a 
therapeutic axiom to treat a case of dementia 
paralytica, the tabetic element being neglected 
temporarily, since, unless properly treated, the 
patient will die of dementia paralytica before 
he is incapacitated by the tabes. In the au- 
thor’s case, however, because of the distress- 
ing and damaging gastric condition, it was im- 
perative that the treatment be pointed toward 
relief of a symptom that is associated with the 
tabetic part of the picture. The treatment was 
outlined as nearly as possible to conform with 
accepted forms of treatment for dementia para- 
lytica with tabes complicated by gastric crises, 
i.e., intensified routine treatment with large doses 
of arsenicals, shorter courses of bismuth com- 
pounds and iodides, later tryparsamide and in 
cases of failure, fever therapy. These measures 
failed to relieve the gastric crises, and forced 
spinal drainage was instituted with beneficial 
results, after which malarial therapy was used. 
Complete alleviation of the gastric crises with 
no recurrence to date followed the use of forced 
spinal drainage. 
Fellows, R. M.: Forced spinal drainage in treatment of a case 


of gastric crisis. Am. J. Syph. & Neurol. 18:505 (Oct.) 
1934. 


PEPTIC ULCER 


Etiology of Peptic Ulcer 

There has always been a question in the minds 
of physicians whether trauma might be the 
precipitating cause of peptic uleer. Eusterman 
and Mayo believe that there is adequate evi- 
dence to justify the contention that under ex- 
ceptional circumstances a chronic ulcer of the 
stomach can have its origin in external, non- 
penetrating trauma to the epigastric region. In 
one ease fairly characteristic symptoms of a 
hemorrhagic gastric ulcer developed following 
a severe blow to the left epigastric region. 
Roentgenoscopy confirmed the presence of a 
penetrating ulcer near the lesser curvature five 
months after the injury. Following hospitali- 
zation and intensive medical treatment the le- 
sion had disappeared completely and clinical 
eure resulted. In any case in which the plain- 
tiff claims that a gastric or duodenal ulcer fol- 
lowed external trauma, the physician whose 
opinion is sought should see that the four postu- 
lates of Liniger and Molineus are satisfied. A 
second cause of ulcer is chronic trauma from 
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within. The commonest form of ulcer of this 
nature is that secondary to congenital (non- 
traumatic) diaphragmatic hernia; foreign bod- 
ies in the stomach may also cause ulcer. Such 
secondary lesions are not indurated as a rule 
and all tend to heal readily following reduc- 
tion of the hernia or removal of the foreign 
body. 

C. B. Morton has continued his study on the 
cause of ulcer. He placed a segment of jejunal 
muscle with its mesentery intact around the 
pylorus. This resulted in a slight increase in 
the emptying time of the stomach and abnormal 
gastric contractions. Examination of the duo- 
denum revealed a duodenitis similar histological- 
ly to that found in man. He suggests that the 
duodenitis may be due to interference with nor- 
mal duodenal regurgitation. 

MeMaster has performed an end-to-side anas- 
tomosis between the open pyloric end of the 
stomach and the progressively lower levels of 
the intestine from the duodenum to the colon, 
inclusive, in thirty-five dogs. The intestinal mu- 
cosa was increasingly more sensitive to gastric 
content from the duodenum to the colon. No 
duodenal ulceration followed gastroduodenos- 
tomy. Jejunal ulceration was noted in five of 
eleven dogs (45 per cent). Ileac ulceration de- 
veloped in eight of ten animals (80 per cent) 
after gastroileostomy. Each of ten dogs had 
marked hemorrhagic colitis subsequent to gas- 
trocolostomy and usually this led to secondary 
anemia. The mucosa of the distal half of the 
colon was much more sensitive to the acid gas- 
tric content than was that of the proximal half. 
Following anastomosis of the stomach to the 
lower portion of the ileum or colon, the blood 
chloride and the weight fell rapidly and often 
there was marked bloody diarrhea. The acid 
gastric content appeared to be the most impor- 
tant factor in the production of ulceration of 
the intestinal mucosa near the ouflet of the stom- 
ach. As a number of intestinal ulcers occurred 
directly opposite the anastomotic stoma, the ele- 
ment of mechanical trauma from expulsion of 
contents of the stomach cannot be entirely ruled 
out. The loss in weight in the animals with the 
anastomosis in the lower portion of the ileum 
or colon was due largely to failure of diges- 
tion and of absorption of food. (The work of 
Morton and McMaster supports the theory that 
peptic ulcer may result from failure of neutrali- 
zation of the gastric juice which Boldyreff main- 
tains is due to a normal process of regurgitation 
of the duodenal contents into the stomach.) 

However, Maclagan who has made a study of 
duodenal regurgitation by means of test meals, 
finds that some of the clinical evidence put for- 
ward in the past in favor of duodenal regurgi- 
tation does not support this idea. He studied 
(1) the volume of resting juice, (2) the high- 
est free acidity reached, (3) the emptying time 


as shown by the end of the starch reaction or- 
the failure to obtain further specimens, (4) the- 


volume of residue at two hours, if any, (5) total 
number of specimens withdrawn up to the 
emptying time, (6) number of specimens which 
contained bile, (7) number of specimens which 
contained mucus and (8) the absence or pres- 
ence of gross hemorrhage during the meal. As 
a result of the data which he obtained by this 
means, the author was unable to find any rela- 
tionship between the hyperacidity and pyloric 
spasm. Because pyloric spasm is known to oc- 
eur in peptic ulcer, it has been assumed that 
there might be an absence of duodenal regurgita- 
tion in patients affected with ulcer. Curves 
containing a high proportion of bile did not 
show any difference either in type, incidence or 
motility from those in which bile was completely 
absent. The evidence tends to suggest that a 
climbing curve of gastric acidity can no longer 
be considered a sign of pyloric irritation and, 
therefore, due to an absence of duodenal regur- 
gitation. 

In view of the present association between 
duodenal regurgitation and peptic ulcer it is 
interesting that Berg points out that ulcers seem 
less likely to develop in dogs in which the pan- 
creatic juice has been diverted from the duo- 
denum than those in which the bile has been 
diverted. 

Boldyreff now states that the bile plays no 
role in the neutralization of gastric juice by 
duodenal regurgitation. He believes that the 
pancreatic juice is entirely responsible. 

Because of the increasing number of experi- 
mental studies in which ulcers have developed 
in animals following diversion of bile, Schnitker 
and Hass have made a histologic study of the 
liver in patients affected with peptic ulcer. They 
studied the cases coming to autopsy with cir- 
rhosis of the liver and those coming to autopsy 
with peptic ulcer. Altogether they reviewed 158 
cases with these diseases and studied 100 con- 
trol cases coming to autopsy from any cause. 
They found that slightly more of the ulcer cases 
showed some histologic change in the liver than 
the control cases and that these changes were 
somewhat more marked in patients having pep- 
tic uleer than in the control group. There was 
insufficient evidence, however, to show that pep- 
tic ulcer is associated with histologic changes 
in the liver. 

Because of renewed interest in the neurogenic 
theory of ulcer there have been numerous articles 
having to do with this subject. 

A. L. Trowell has studied the relationship of 
tobacco smoking to peptic ulcer by comparing 
the smoking habits of fifty men suffering from 
duodenal ulcer with those of 400 normal con- 
trols. He found that men suffering from chronic 
duodenal ulcer do not smoke on the average more 
tobacco than normal men. On the other hand, 
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the practice of inhaling cigarette smoke is more 
than twice as common among men with ulcer as 
among normal men. 

Contrary to this finding, Friedrich believes 
that the réle of nicotine in the etiology of ulcer 
disease has been underestimated. Ulcer disease, 
especially the prepylorie ulcer, has been on the 
increase since the War. This increase has been 
predominately in man. There has likewise been 
a steady increase in the consumption of to- 
bacco. The author investigated 153 men who 
were operated upon for peptic ulcer and found 
that 79.7 per cent of them were pronounced 
smokers, averaging from twenty to thirty cigar- 
ettes a day. Studies of the effect of nicotine 
directly on the splanchnic vessels and the mo- 
tility and secretion of the stomach demonstrated 
that it is capable of altering the normal course 
of gastric function. The postoperative results 
were better in persons who had smoked but Lit- 
tle or not at all before the operation when con- 
trasted with those who were heavy smokers even 
after the operation. Nicotine was found to in- 
fluence the gastric function in the postoperative 
period as well. In addition to the effect of nico- 
tine a reflex effect must be taken into consid- 
eration. The author believes that irritation of 
the mucous membranes of the mouth results in 
stimulation of the gastric secretion. Thus smok- 
ing may be compared to sham-feedings with a 
resulting flow of gastric juice which cannot be 
utilized. 


Because caffeine stimulates the secretion of 
gastric juice, Hanke employed it for the ex- 
perimental production of chronic ulcers in eats. 
For two months the animals were given almost 
daily subcutaneous injections of from 0.2 to 0.3 
Gm. caffeine sodiosalicylate. They were given 
their usual plentiful supply of food in the 
evening. The remnants of the food were re- 
moved early in the morning, so that, when the 
injection was made at noon, the cats had had 
no food or fluid for at least four hours. A new 
supply of food was not given until six hours 
after the injection. At the end of two months 
the stomachs of the cats showed chronic ulcers, 
the structure of which resembled closely that 
of human ulcers. The author assumes a pri- 
mary peptic pathogenesis. He thinks that the 
ulcers develop as a result of the influence exer- 
cised by the excessive amount of acid gastric 
juice (secreted because of the caffeine injection) 
on the mucous membrane of the empty stom- 
ach. He ealls attention to the possibility that 
caffeine may play a part in the pathogenesis 
and further development of peptic ulcers in 
human subjects. 

Dodds and his associates have found that the 
posterior lobe of the pituitary contains a sub- 
stance capable of producing a severe lesion on 
the acid-bearing area of the stomach. This is 
efficacious when injected subcutaneously and is 


active by mouth. The oxytocic preparation even 
in large doses will not produce a lesion while 
the pressor factor in similar doses has a definite 
action. Although it would appear that the 
gastrotoxic factor may be developed from the 
other two hormones of the posterior lobe, a defi- 
nite statement cannot be made until it has been 
further purified. The authors state that at 
present it is impossible to know whether the 
substance plays a physiological part, nor is it 
possible to state its mode of action. It seems 
that either the substance has a direct toxic re- 
action on the cells of the acid-secreting area of 
the stomach or perhaps it stimulates secretion 
of hydrochloric acid to a damaging extent. 
They are performing intensive investigations on 
the nature and mode of action of the compound. 


Associated with the neurogenic theory has 
been the idea of some that overactivity of the 
suprarenal glands may be associated with pep- 
tie uleer. However, Maraiion and his associates 
found an incidence of gastric ulcer in 1.8 per 
cent of 160 cases of suprarenal insufficiency (Ad- 
dison’s disease). They investigated the gas- 
trie acidity in thirteen patients and found a 
decrease or suppression of hydrochloric acid 
in seven, marked hypochlorhydria in two, slight 
hyperchlorhydria in one and a normal gastric 
acidity in three. 

As a result of examining the stomach of fif- 
teen fetuses of six to nine months of age, Clar 
believes that heterotopic intestinal mucosa in 
the stomach may be responsible for the devel- 
opment of chronic peptic ulcer. The stomachs 
of all the fetuses up to the seventh month 
presented on histologic studies, either single or 
grouped typical intestinal crypts. Of three 
full-term infants heterotopic intestinal mucosa 
was found in only one stomach. Heterotopic 
intestinal mucosa was not found once in a study 
of twelve cadavers without a history of gastric 
disease or in twenty-six stomachs resected for 
the cure of a duodenal ulcer. The observation 
of these heterotopic islands in diseased stomachs 
is a common experience. Thus the author found 
it six times in ten stomachs resected for gas- 
tric uleer and once in three specimens resected 
because of pyloric ulcer. Gastritis was not 
present in any of the cases in which the author 
found heterotopic islands of intestinal mucosa. 
These islands were found by the author as well 
as by other observers, to be located most fre- 
quently in the pyloric, the prepyloric’ and the 
lesser curvature regions. On the basis of his 
observations the author considers heterotopic in- 
testinal mucosa in the stomach a congenital dis- 
placement and not of metaplastic origin. This 
study is interesting in view of the number of 
reports that have been occurring in the litera- 
ture of gastric ulcer which occurs in the stom- 
achs of premature infants or at the time of 
birth. 

Miieller has made an interesting study of the 
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geographic distribution of peptic ulcer. Ac- 

cording to the mortality statistics of the United 

States issued in 1928 there was a greater inci- 

dence of death from ulcer among males than 

females. There was a greater incidence of death 
from this cause among the white than the col- 
ored population. He found that the incidence 
of ulcer varies from country to country and 
even localities. There is no evidence that eli- 
mate plays a role in spite of the fact that there 
is a lessened incidence among the tropics. He 
does not feel that worry can be a cause because 
of the low incidence in Argentina. He was also 
unable to find evidence of a racial immunity. 

As a result of his study of the incidence of ulcer 

in relation to food habits among races, he feels 

that condiments may be dismissed as a cause. 

However, he feels that there is some evidence to 

incriminate malnutrition. 
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Ulcer on the Greater Curvature 


Heim reports the removal of four ulcers from 
the greater curvature of the stomach in five 
years. All four were proved to be peptic ulcers 
histologically. He discusses the importance of 
these cases in relation to the etiology of ulcer. 
(However, one should remember that the loca- 
tion of an ulcer on the greater curvature is 
rare and that it is wise to assume that a lesion 
in this location is malignant, although the x-ray 
suggests the presence of a peptic ulcer.) 

Just has opened the lumen of the duodenum 
and carefully inspected the duodenal mucosa in 
a series of sixty consecutive patients operated on 
for duodenal ulcer. He found that the incidence 
of multiple ulcerations and corresponding mul- 
tiplicity of pathologie states is greater than was 
formerly believed. Twin ulcers (‘‘kissing 
uleers’’ of Moynihan) were observed in forty- 
six or seventy-six per cent of the cases. Scars 
in the vicinity of the ulcers were found in eight 
eases. These were radiating or star-like. In 
the rest of the cases the author found large 


wall. These, he believes, were the result of coali. 
tion of an anterior wall and a posterior wall 
ulceration. Consideration of this group of cases 
suggests that multiplicity of lesion is present 
in 100 per cent of all cases of duodenal ulcera- 
tion. These observations lend support to von 
Haberer’s opinion that recurrent ulcers after 
gastrie resection are overlooked ulcers. While 
observations on so small a group of cases do 
not rule out the existence of a single duodenal 
ulcer, they emphasize the greater frequency of 
multiple lesions and the necessity for aware- 
ness of this fact on the part of the surgeon. 
(These findings of Just are of interest to the re- 
viewer because they suggest that although the 
individual ulcer which develops following surgi- 
cal drainage of the duodenum appears histolog- 
ically similar to that in man, the mechanism for 
the development of the disease in man may be 
different. ) 

It would also be interesting to have a similar 
study made on eases in this country since Kraas, 
in discussing diseases of the stomach and gall 
bladder, points out that the process of gastritis 
in peptic ulcer is much more definite and prom- 
inent in Germany than America. It is for this 
reason that more radical surgery is used in the 
German Clinics. 

Heim, W.: Ulcers on the lesser curvature of the stomach. 

Arch. f. klin. Chir. 179:561 (Jan.) 1934. 

Just, E.: Multiplicity of duodenal ulcerations and corresponding 


— processes. Arch. f. klin. Chir. 179:211 (Mar.) 
4, 


Kraas, E.: Indications and operative technique in diseases 
of the stomach and gall bladder as practiced in the clinic 
of Professor Schmieden. Am. J. Surg. 25:41 (July) 1934. 


Complications 


Out of 4460 necropsies, Hjort found gastric 
and duodenal ulcers in 108 cases (2.45 per cent) 
with fatal hemorrhage in twenty-two or twenty 
per cent of these (nineteen from gastric, three 
from duodenal ulcer). According to the local 
results of necropsy, fourteen cases seemed to be 
in an operable condition, five in an inoperable 
condition. Attention is called to the operative 
difficulty in case of erosion of the splenic artery. 
While the material supports the view that se- 
lected patients having acute grave hemorrhages 
from gastric and duodenal ulcers may be suc- 
cessfully operated on, the author emphasizes 
that the general results in half of the eases 
revealed pronounced vascular or organic dis- 
orders. (This work of Hjort is of interest in 
that it supports the idea which is gradually gain- 
ing ground that medical treatment is preferable 
to surgery in the care of acutely bleeding ul- 
cers. ) 

Christiansen discusses the prognosis of mas- 
sive hemorrhage from ulcers. His material con- 
sisted of 289 cases of massive hemorrhage as- 
seribed to gastric and duodenal ulcers. Purely 
medico-dietetic treatment was given. Twenty- 
five or 7.9 per cent died, the mortality for women 
being 10.3 per cent and for men 7.1 per cent. 
The mortality of patients having a hemorrhage 


ulcers involving both the anterior and posterior 


for the first time was 8.9 per cent and for those 


voL. 
NO. 1 


havir 
patie 
grow 
ously 
Ewa 
pers 
of b 
afte! 
not | 
seell 
orrh 
thar 
tom 
J 
orr] 
tior 
tior 
of 
It 1 


| 

to 

tin 

be 

th 

4 re 

se 

al 

tl 

I 

ti 

t 

i 

2 | 


VOL. 212 
NO. 16 


MEDICAL FPROGRESS—EMERY 


733 


having a recurrence, 5.9 per cent. Of the 289 
patients, 203 or 70.3 per cent were in the first 
group; the remaining 29.3 per cent had previ- 
ously had one or more massive hemorrhages. 
Ewald’s test meal showed 70 per cent with hy- 
persecretion and hyperacidity. In 58.6 per cent 
of both groups the mortality rises considerably 
after forty, while recurrence after surgery does 
not seem to affect the prognosis. The prognosis 
seems to be better in cases in which the hem- 
orrhage is the first and only symptom of ulcer 
than in those in which there have been symp- 
toms of ulcer. 

Jordan and Kiefer discuss obstruction, hem- 
orrhage and intolerance to alkalies as complica- 
tions of peptie uleer. They found that obstruc- 
tion of all degrees was relieved in 89 per cent 
of seventy-nine cases by medical management. 
It recurred later in 13 per cent. This suggested 
to them that the obstructing lesion is not a dis- 
tinetive type of ulcer but that obstruction may 
be a complication in one attack and hemorrhage 


or distress without gastric retention may occur 
in another. They believe that gastric retention 
of more than ten per cent as shown by a barium 
meal, has an unfavorable influence on the inci- 
dence of further recurrence of the disease. Re- 
current hemorrhage is evidence of a more seri- 
ous type of ulcer, in that there is a greater 
tendency in these patients to have a recurrence 
of symptoms. In the authors’ experience there 
is a marked correlation between the degree of 
intolerance of patients to alkalies and the activ- 
ity of the ulcer. Severe alkalosis may indicate 
a particularly severe lesion and a marked dis- 
turbance in gastric secretion as well as renal 
disease. 


Hjort, E.: Necropsy findings in fatal hemorrhages from gastric 
and duodenal ulcers. Norsk. mag. f. laegevidensk. 95:542 
(May) 1934. 


Christiansen, T.: Prognosis in massive hemorrhage from ulcers. 
Hospitalstid. 77:1023 (Sept.) 1934. 


Jordan, S. M., and Kiefer, E. D.: Complications of peptic ulcer. 
J. A. M. A. 103:2004 (Dec.) 1934. 


(To be Continued) 


RESULTS OF PNEUMOTHORAX 
(Continued from page 728) 
GENERAL CONCLUSIONS 


Effectiveness of collapse of the diseased areas is 
the greatest single factor in obtaining successful 
results, whether immediate or more remote. It 
seems obvious that valuable time is often lost in 
continuing over a long period a poor pneumo- 
thorax wheh other and more promising measures 
are available, or when the patient is obviously de- 
riving no benefit from the procedure. 

The data furnished no substantial support for 
the common impression that patients under twen- 
ty years of age respond poorly to collapse therapy. 
In fact, measured by immediate results and effec- 
tiveness of collapse those under thirty-five fare 
better than those over that age. Wider use of 
pneumothorax in the group under twenty seems 
indicated. 

The later results, in general, assessed one to 
fifteen years after termination of pneumothorax 
treatment, appear distinctly gratifying. Although a 
considerable number of patients could not be 
traced, over 70 per cent of those followed were 
still living and of these three-quarters were able to 
work. Thus, with due consideration of its very 
considerable limitations, artificial pneumothorax ap- 
pears to be undeniably one of our most valuable 
therapeutic measures in the treatment of pulmo- 
nary tuberculosis. We may further add that from 
this study its discontinuance seems warranted in 
many cases after a reasonably adequate period of 
effective treatment, which cannot be too dogmat- 
ically predicted. 

A Survey of Artificial Pneumothorax in Repre- 
sentative American Tuberculosis Sanatoria, 1915-1930, 


Peters, Pope, Morriss, Packard and Miller, Am. Rev. 
Tuberc., Jan., 1935. 

—Tuberculosis Abstracts, A Review for Physicians 
issued monthly by the National Tuberculosis Associa- 
tion, April, 1935. 


HARVARD MEDICAL SCHOOL AWARDS 


The Harvard Medical School has awarded the fol- 
lowing fellowships and scholarships for the aca- 
demic year 1935-36: 

George Cheyne Shattuck memorial fellowship: 
Theodore B. Bayles, New Brunswick, N. J. 

Charles Eliot Ware memorial fellowship: Seymour 
M. Farber, Buffalo, N. Y. 

John Ware memorial fellowship: Hebbel E. Hoff, 
Lindsborg, Kans. 

James Jackson Cabot fellowship: 
Sweet, Centralia, Wash. 

DeLamar Student Research fellowships: Milton 
Landowne, Brooklyn; George M. Pike, Brookline; 
Richard L. Riley, Plainfield, N. J.; Emmanuel B. 
Schoenbach, New York. 

William O. Moseley, Jr., traveling fellowships: 
Austin M. Brues, Jamaica Plain; Donald W. MacCol- 
lum, Boston; Lester S. King, Brookline. 

Edward Hickling Bradford fellowship: Henry G. 
Schwartz, Boston. 

John White Browne fellowships: 
Coggeshall, Jacob Fine, Boston. 

Jeffrey Richardson fellowship: Clifford C. Fran- 
seen, Boston. 

Dr. William Hunter Workman fellowship: Theo- 
dore H. Ingalls, New Hartford, N. Y. 

Bates scholarship: Elliott S. Hurwitt, Brookline. 

Stoughton scholarships: Albert S. Murphy, Dor- 
chester; Olaf H. Pearson, Dorchester. 
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CASE RECORDS 
of the 


MASSACHUSETTS GENERAL 
HOSPITAL 


ANTE MORTEM AND POST MORTEM RECORDS AS USED 
IN WEEKLY CLINICAL-PATHOLOGIC EXERCISES 


Epitep sy Ricwarp C. Casor, M.D. 


CASE 21161 
PRESENTATION OF CASE 


Approximately one year before entry the pa- 
tient, a fifty-eight year old Canadian widow, 
had an attack of lower abdominal cramps which 
lasted about two hours and which was not re- 
lieved by hypodermics administered by her phy- 
sician. There was no vomiting or change in 
bowel habits, although she did pass much gas 
by rectum. A similar attack occurred six weeks 
before entry and lasted a whole night. The 
pain was generalized in the lower abdomen and 
did not radiate. She felt perfectly well the fol- 
lowing morning. Since then there had been no 
further pain, diarrhea or constipation. There 
was no blood in the stools. Her appetite re- 
mained good and there was no loss in weight al- 
though a year before entry she lost twelve pounds 
over a period of six months. Upon further 
questioning she stated that she had had mild ab- 
dominal cramps for about six years. 

Her father died of jaundice. One sister died 
of influenza. Three years before entry she was 
exposed to tuberculosis through a daughter who 
died of tuberculosis after living two weeks at 
home with her parents during the height of the 
disease. 

She had been married thirty years. Her hus- 
band died five years ago, following a gall stone 
operation. Two children were living and well. 
She had had three miscarriages. 


She came to this country at the age of five 
and had lived in Massachusetts since. She had 
rheumatic fever without complications at the 
age of three. She was seen in the Out-Patient 
Department eighteen years ago with typical sec- 
ondary syphilitic skin lesions and was followed 
for six years receiving antiluetic treatment. At 
the end of that period her Hinton test was 
negative although her spinal fluid showed 
increased albumin and globulin with a gold 
eurve of 3322200000. She was not seen again 
until three weeks before entry and was then 
advised admission to the house. 


Physical examination showed a small, thin, 
middle-aged woman in no acute distress. The 
heart and lungs were negative. In the right 
lower quadrant there was a boggy, slightly ten- 
der mass about the size of an index finger. The 
liver was felt two fingerbreadths below the costal 


The temperature was 98.4°, the pulse 90. The 
respirations were 22. 

The urine was negative. The blood showed a 
red cell count of 3,900,000, with a hemoglobin 
of 80 per cent, and a white cell count of 8,150, 
56 per cent polymorphonuclears, 39 lymphocytes 
and 5 large mononuclears. 

A barium enema performed in the Ont-Pa- 
tient Department showed a distended large bowel 
and cecum. The barium passed rapidly through 
the ileocecal valve. The entire cecum and part 
of the ascending colon were markedly narrowed 
and irregular in outline. The rugae in this area 
appeared to be destroyed. There was no in- 
volvement of the ileum. There was no spasm of 
the cecum or ascending colon. On palpation the 
involved area of the bowel appeared to be 
indurated but no definite mass could be felt. 
Examination of the stomach and duodenum was 
negative. Twenty-four hours later the gastro- 
intestinal series showed that there was consider- 
able barium still present in the small bowel al- 
though some had passed as far as the trans- 
verse colon. A small amount of barium that 
was still present in the cecum showed that there 
was apparently no irritability in this region. 
Examination of the chest showed dullness and 
contraction at both apices. 

On the fifth day operation was performed. 


DIFFERENTIAL DIAGNOSIS ~ 


Dr. Epwarp L. Young, JrR.: ‘‘Three years be- 
fore entry she was exposed to tuberculosis. .. .’’ 
I am always “‘leery’’ about putting too much 
weight on exposure to tubereulosis. We know 
that there can be a great deal of exposure 
without transference of the disease and I do not 
think we know how much importance to put on a 
statement like that. 


‘‘In the right lower quadrant there was a 
boggy, slightly tender mass about the size of 
an index finger.’’ I will defy anybody to tell 
the difference always between cecum impacted 
with fecal material and a tumor of the bowel 
or of some other organic thing, especially with 
this description. Also, a thin woman may be 
the ptotic type and she may normally have a 
liver below the costal margin. It does not say 
abnormal in consistency and I think that also 
does not carry us very far. 


Qf course the thing we have to depend on 
for diagnosis, because the story does not carry 
us any distance, is x-ray, because at her age with 
a story of cramps we think first of something 
in the large bowel. I assume the next state- 
ment, ‘‘The entire cecum and part of the as- 
cending colon were markedly narrowed and ir- 
regular in outline,’’ came from the house x-ray a 
year later because it is opposite to the first sen- 
tence. Unless I am contradicted I assume these 
are two different x-rays. On the other hand a 
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lower quadrant, so I think my statement that 
it may have been fecal material in the cecum is 
probably true. 

We are given then pretty definite pathology 
in the first part of the large bowel. The ques- 
tion is as to the diagnosis. Of course it is al- 
ways worthwhile to consider the diseases some- 
what in the order of their likelihood and e¢ar- 
cinoma is, of course, the lesion most often found 
in the cecum; next, the hyperplastic, infiltrative 
type of tuberculosis, and then there are rarer 
conditions, actinomycosis, the non-specific types 
of perityphlitis with infiltration of the wall and 
pericecal tissue. What have we got to say for 
these diagnoses? She is in the cancer age which 
simply means it is a little more likely at fifty- 
eight than it would be at twenty-eight. It is 
not a localized process. The x-ray shows that 
this process extends throughout the cecum and 
part of the ascending colon; with it are an ab- 
sence of rugae and a stiffening of the wall. That 
is less characteristic of carcinoma than it is of 
what the radiologists tell us goes with tuber- 
culosis. 

In favor of tuberculosis of course is the ex- 
posure which, as I have said, I think means com- 
paratively little. I should like to have the med- 
ical consultant or the x-ray man who noted the 
dullness and contraction at both apices tell me 
a little more; whether he thinks that is impor- 
tant in suggesting tuberculosis of the lung, be- 
cause we know that tuberculosis of the bowel is 
generally secondary to tuberculosis of the lung. 
There have been cases of course where tuber- 
culosis comes into the bowel from the involve- 
ment of the lymphatics in the mesentery, goes 
through into the lymphaties and because of activ- 
ity ulcerates back into the bowel,—either the 
ulcerative type, which is generally at the end 
of a tuberculous process, or a hyperplastic type, 
generally secondary to pulmonary tuberculosis. 
In other words if that process in the lungs was 
thought to be very suspicious it would back up 
the diagnosis of tuberculosis more. 

I think I would throw out actinomycosis 
which is a very rare disease. It is a disease 
which tends not only to infiltrate but to form 
sinuses, and this has gone for some time with- 
out any evidence of that sort of thing. 

Is there anything else we ought to consider? 
Having worked with Dr. Maurice Richardson 
and having had drilled into me that always in 
the right lower quadrant you have to mention 
appendicitis, I wonder if that is possible. I can 
remember one case of a tumor of the cecum 
where every diagnosis was made but that and 
where it turned out to be an old appendix ab- 
Scess. 


It seems, however, that this is a little 
more extensive, without any of the acute attacks 
that should go with it: I think it is one of the 


up to the point of treatment. I think there is 
a condition present which justifies surgery re- 
gardless of whether it is carcinoma or tuberculo- 
sis, and that the operation should aim toward 
a removal of the disease. The hyperplastic type, 
the infiltrative type of tuberculosis of the cecum, 
is cured by resection. Of course there is the old 
surgical fear of getting non-healing tuberculous 
fistulae. I believe that a clean resection of a 
tuberculous disease of the ileocecal region will 
lead to as good a percentage of clean healing 
and cure as it will in carcinoma. If there is 
any doubt I think radical surgery should be 
done. I remember one case last year when I 
was on the service that had had an ileocolostomy 
for tuberculosis. The patient’s symptoms of 
distress and pain did not disappear and he came 
in for resection. I was not able to differentiate 
any more than the previous surgeon but the 
pathologist was and told us it was carcinoma. 
So that one cannot always tell. However, I 
should think it was fair to put tuberculosis as 
the first diagnosis. 

Are there any x-rays? 


X-RAY INTERPRETATION 


Dr. Grorce W. Hotes: I ean’add little to 
what the examiner has said in his note. He said 
that the barium enema distended the large bowel 
and cecum and passed through the ileocecal 
valve rapidly. I do not think he meant that the 
cecum was actually enlarged but the barium dis- 
tended it to its maximum capacity. This is an 
excellent picture of the cecum and ileum. Here 
is the hepatic flexure; it is much shortened and 
the involved portion of the bowel is well out- 
lined. 

The chest has the appearance of an old inac- 
tive tuberculosis. This line may be an azygos 
lobe. I cannot find the azygos vein. The con- 
clusions reported are as follows: ‘‘The appear- 
ance is consistent with ileocecal tuberculosis. 
Some of the features are unusual, i.e., the lack of 
spasm, the lack of involvement of the ileum and 
partial obstruction at the ileocecal valve. We 
have, however, seen two similar cases of ileo- 
cecal tuberculosis in people of this age re- 
cently. The other possibility is scirrhous ear- 
cinoma.”’ 


DIFFERENTIAL DIAGNOSIS CONTINUED 


Dr. Youne: I should put tuberculosis first 
on the story and the general picture, with a car- 
cinoma second and certainly not to be ruled out. 
I should think a right colectomy was the oper- 
ation to be aimed at. 


CLINICAL DiscussION 


Dr. Beto VINCENT: The abdomen was opened 
through a right paramedian incision. There 
were numerous adhesions resulting from the 


cases where the precise diagnosis is of less inter- 
est than a working diagnosis that will carry us 


previous operation. When these were cleared a 
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boggy tumor was revealed occupying, I should 
say, the ascending colon. The large tumor sug- 
gested an inflammatory rather than a malig- 
nant lesion. A portion of the terminal ileum, 
the right colon and some of the transverse colon 
were resected and continuity reéstablished by 
an ileocolostomy. 


fact that with all this story about positive Was. 
sermanns eighteen years before, the question of 
this being a luetic lesion was not even men- 
tioned by anyone. I suppose that lues can 
never produce a picture of that sort in the 
large bowel. 

Dr. Matuory: I would not want to say that 


Dr. Tracy B. Mauitory: What was your opin-| it could not, but from the practical point of 


ion preoperatively, Dr. Vincent? 


view lues of the gastrointestinal tract is certain. 


Dr. Vincent: We thought it was tubereu-|ly so very rarely seen that one seldom has to 


losis of the colon. 
CLINICAL DraGNosis (PREOPERATIVE) 
Tubereulosis of the colon. 
Dr. Epwarp L. Youne’s DIAGNOsIs 
Tuberculosis of the colon. 
PaTHOLOoGIC DIAGNOSIS 


Tuberculosis of the cecum. 


PATHOLOGIC DIscuUSSION 


Dr. Matuory: The specimen which was re- 
moved consisted essentially of the cecum and 
showed no ulceration whatever but a velvety 
thickening-+of the mucosa with a loss of its nor- 
mal markings. Frozen sections showed typical 
tubercles and the diagnosis was confirmed by 
the later examination. The picture fits the 
so-called hyperplastic type of tuberculosis with 
no ulceration and in fact practically no necrosis 
or caseation. 

Have you anything to add, Dr. Kranes? 

Dr. ALFRED KRANEs: I saw the patient on the 
surgical service and like Dr. Young I thought 
she had cecal tuberculosis for very much the 
same reasons. Although in the history it stated 
that she had symptoms for only a year it was 
later revealed that she had had cramps for a 
year but some of the symptoms for six years. 
The fact that it was such a large mass by x-ray, 
without palpable tumor or cachexia or anemia, 
also the fact that she had these little inflamma- 
tory lesions on her tongue which are seen in 
infiltrative disease of the bowel, and her gen- 
eral state of well-being, made me think it was 
probably not carcinoma. 

Dr. Matuory: I am inelined to take issue 
with Dr. Young on the significance of the his- 
tory of exposure to tuberculosis. It seems to 
me that the work of Opie and his associates in 
the past four or five years, particularly the 
study of tuberculosis in marital couples, is very 
convincing evidence of the development of ac- 
tive tuberculosis under conditions of exposure 
even in adult life. The proportion of cases that 
developed clinical tuberculosis was slight, but 
the proportion in whom foci demonstrable by 
x-ray appeared was very high. The work was 

very carefully controlled by repeated examina- 
tions and its validity can hardly be questioned. 


consider it very seriously. 

Dr. AtLEN: I should think it would be a 
long bet that it could be lues, to be sure, but 
it seems that it ought to be included in the pos- 
sibilities if such a picture can be produced by 
lues. 

Dr. Youne: I considered that in going over 
the history but a few years ago I asked a number 
of people if they had seen any case of syphilitic 
involvement of the large bowel including what 
we used to be told were syphilitic strictures of 
the rectum and I have not seen anyone who 
thought he had seen a case that was possibly 
of syphilitic involvement. Consequently, I threw 
it out and did not even mention it. 


CASE 21162 
PRESENTATION OF CASE 


A thirty-six year old Jewish housewife en- 
tered complaining of diarrhea and epigastric 
pain of three months’ duration. 

Three months before entry she suddenly de- 
veloped diarrhea consisting of about six move- 
ments a day. The movements were abundant 
and watery but were not black or bloody. There 
was no tenesmus. This diarrhea continued until 
admission. At about the same time she began 
to have cramp-like epigastric pain which was not 
related to meals. During the attacks of pain 
she felt hungry and after eating a little would 
feel quite full. The food would stick in her 
throat and she was able to eat only a small 
amount followed by water. This condition grew 
steadily worse and at the time of admission was 
fairly marked. Occasionally she had nausea 
but rarely vomited. One month before entry 
she noticed a new sort of pain which was located 
in the lower abdomen, more marked on the left. 
This pain was constant, dull and fairly wide- 
spread. It was intensified when she lay on her 
left side and was somewhat relieved by heat. It 
was often severe enough to keep her awake at 
night. Two weeks before entry she developed 
drenching night sweats. She had noticed a 
mass in her elower abdomen during the past 
month. There were no urinary symptoms. She 
believed that she had lost about twenty-five 
pounds in weight during this illness. 

The family and marital histories are non- 


Dr. A. W. ALLEN: I am interested in the 


contributory. 
There was no history of cancer, tuberculosis 
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or diabetes. 


and well. 
She was born in Russia but had lived in 


Massachusetts during the past twenty-five years. 
Her past history is irrelevant. 

Physical examination showed a very cachectic 
woman complaining of considerable abdominal 
pain. The skin was pale and dry. The lungs 
were clear. The heart was negative. The blood 
pressure was 110/76. The whole lower half of 
the abdomen was markedly rounded, dull to 
percussion and tender, especially around a hard, 
resistant, unmovable mass, measuring approxi- 
mately 15 centimeters in diameter. The skin 
over this mass was stretched but not fixed. There 
was spasm in both flanks. The liver and spleen 
were not felt. On vaginal examination there 
was a tumor about 7 centimeters in diameter in 
the posterior cul-de-sac, apparently not related 
to the abdominal mass. 

The temperature was 101°, the pulse 125. 
The respirations were 24. 

On examination the urine showed a slight 
trace of albumin and an occasional white blood 
eell. The blood showed a red cell count of 4,550,- 
000, with a hemoglobin of 80 per cent. The 
white cell count was 18,050, 90 per cent polymor- 
phonuclears. A Hinton test was negative. 

A flat abdominal plate showed the kidney out- 
lines normal in size, shape and position. There 
were no shadows suggesting stones. 

On the day following admission a pelvie ab- 
seess was drained through the abdominal wail 
above the pubis. Two drains were placed down 
into the bottom of the abscess cavity. The 
peritoneal cavity was not entered. A culture 
from the abscess showed bacillus coli. On the 
fourth day her temperature went down to nor- 
mal and remained between 98° and 100° for the 
next few weeks. She continued to complain of 
nausea and vague lower abdominal pain. 

A barium enema given about three weeks 
after admission showed an extrinsic defect in 
the rectum. The barium passed freely around 
to the cecum, the tip of which was slightly, 
spastic. There was a narrowing of the first two 
inches of the terminal ileum. After emptying, 
a small pear-shaped shadow was seen just be- 
neath the contour of the cecum and this was 
associated with a worm-like segmented shadow 
in the region of the appendix. A lateral view 
showed linear areas of calcification of the soft 
tissue of the right lateral abdominal wall. A 
film taken with the patient standing failed to 


She had four children, all living 


show a definite fluid wave in the pear-shaped 


shadow beneath the cecum. 


Two days later an exploratory laparotomy 


was performed. 
DIFFERENTIAL DIAGNOSIS 


Dr. Rosert R. Linton: The patient was ap- 


from an acute illness rather than a chronic con- 
dition. 


I should like to know a little more about these 

attacks. It says that she developed diarrhea, 

and about the same time she developed cramp- 

like abdominal pains which were not related to 

meals. I would like to know whether the pain 

started first or the diarrhea. Then one month 

before entry she noticed a new sort of pain low 
in the lower abdomen. I would also like to 

know whether the epigastric pain which she 
first complained of shifted shortly after the ill- 

ness began. ‘That is not stated here either. IL 
imagine that the pain she developed in the left 
side of the lower abdomen a month after her 
illness was related to the mass which she also 
discovered about that time in the lower abdo- 
men. 

Two weeks before entry she developed drench- 
ing night sweats. That might suggest tubereu- 
losis, but it is also consistent with sepsis. 

She had two masses, one in the abdomen and 
one in the posterior cul-de-sac. It is possible that 
the latter might have been associated with the 
pelvic organs. However, no mention is made of 
this fact and I presume it was thought not to 
be. I am thinking there of course of some form 
of cancer involving the adnexa or an old pelvic 
inflammation which was probably on a gonor- 
rheal basis. No mention is made of her cata- 
menial history which might help us rule it out. 
However, I think I will rule it out without that 
being mentioned. 

There is a definite increase in the white blood 
cell count and a definite preponderance of poly- 
morphonuclears which I think is definitely in 
favor of a septic process. The urinary examina- 
tion is negative. 


X-RAY INTERPRETATION 


Dr. George W. Houmes: I can see the kid- 
ney outline quite well, particularly the one on 
the right. That shadow which looks like the 
gall bladder is the overlapping shadow of the 
kidney and liver. The liver shadow seems a 
little large. There is some gas here which may 
be in the small bowel but I would not be im- 
pressed at all by this amount of gas. In the 
pelvis there is some dullness; even a bladder 
full of urine would not give as much dullness 
as this. There is a mass in here on the right side 
which is certainly abnormal. I suppose a ree- 
tum full of feces could look a little like that. It 
may represent a tumor. 


DIFFERENTIAL DIAGNOSIS CONTINUED 


Dr. Linton: I do not think these x-rays help 
in the diagnosis at all. 

I should like to return to the question of 
diarrhea. That apparently was the patient’s 
presenting symptom and there are several rea- 
sons possible for the diarrhea. In the first 


parently perfectly well until three months be- 
fore entry which to me means that she suffered 


place she might have an ulcerative colitis giv- 
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ing her diarrhea. I rather doubt that, as there 
was no blood in the bowel movements; at least 
none was stated. Another possibility is that she 
might have some infiltrative mass involving her 
large bowel which is causing her diarrhea, 
such as carcinoma. We do see it in carcinoma 
of the colon. The other thing one must serious- 
ly consider is the possibility of an infection 
which is localized around the cecum. It might 
be tuberculosis, but I do not believe it is. The 
other thing that I would consider would be in- 
volvement of the appendix. It is not common 
to get diarrhea with acute appendicitis, but it 
is possible. The continuous diarrhea may well 
have been due to that or to the pelvic abscess. 
Usually a pelvic abscess involving the terminal 
colon and sigmoid will produce a diarrhea. 

On the day following admission a pelvic ab- 
seess was drained through the abdominal wall 
above the pubis. I think the one thing we 
learn from this operation is that she did have 
pelvic abscess and that it contained B. eoli. I 
think most likely that the origin of the abscess 
was associated with the gastrointestinal tract. 
I doubt that it was tuberculosis. It might have 
been diverticulitis which had ruptured. I do 
not think so. She is rather young for that. and 
there is no story favoring the diagnosis of rup- 
tured appendix with a pelvic abscess associated 
with it. Now perhaps Dr. Holmes would like 
to show the next x-rays. 


X-RAY INTERPRETATION CONTINUED 


Dr. Houmes: This x-ray note is not so clear 
as the previous one. Here is the film with the 
colon filled and whatever was present in this 
region did not eause sufficient obstruction to 
prevent the flow of the barium through to the 
cecum. The thing that interests me most here 
is this shadow which I take to be the terminal 
ileum. It is definitely narrow and mottled. The 
cecum is apparently displaced from the usual po- 
sition in the pelvis. It is higher than normal. 
After evacuation this narrow and somewhat ir- 
regular terminal ileum was still seen and the 
cecum remained high and irregular. This is the 
worm-shaped shadow which is described in the 
note. I presume it is a partially filled appen- 
dix. I doubt if it could be anything else. There 
is surprisingly little abnormality of the cecum. 

This is the lateral view of the pelvis. These 
are presumably the shadows thought to be in 
the soft tissues. I certainly cannot interpret 
them and do not know what they mean. They 
might very well be bowel. So then we have 
rather definite evidence of a lesion in the ter- 
minal ileum with an appendix that is not en- 
tirely obliterated. 


FurtTHER DIFFERENTIAL DIAGNOSIS 


Dr. Linton: I think we can say that nar- 
rows our pathology very definitely to the ter- 


minal ileum and the cecum. I think the possi- 
bilities are first, malignant disease—which from 
the age of the patient and involvement of the 
ileum would seem unlikely—secondly, tuberculo- 
sis of the cecum and terminal ileum; and the 
third possibility, as I mentioned before, is ap- 
pendicitis with perforation, which I think is the 
most likely. I can explain the pelvie abscess 
easiest that way. The pressure defect on the 
sigmoid I think is the result of her old pelvic 
abseess. So I favor the diagnosis of appen- 
dicitis and pelvie abscess. 


CLINICAL Discussion 


Dr. A. W. AuLtEN: The question which Dr. 
Linton brings up about the history as to whether 
or not pain preceded the diarrhea was one upon 
which we were not able to obtain any informa- 
tion. This woman spoke very poor English, 
was of a low mental caliber, and even through 
her relatives we were not able to ascertain 
whether she had an attack of pain prior to the 
diarrhea; but we assumed that she did. If she 
did have an attack of acute appendicitis it was 
mild enough so that it had not caused her much 
trouble. The diarrhea evidently was secondary 
to the pelvic abscess. We considered at the time 
prior to operation the possibility of an amebic 
infection and we considered some of the other 
possibilities which Dr. Linton has mentioned, 
but we did not consider the correct diagnosis. 
It is only fair to say that. We hoped that we 
might be able to empty the abscess through the 
vagina or through the rectum. On examination 
under the anesthetic, however, it was obvious 
that that would not be safe, so an incision was 
made above the pubis and the abscess drained 
extraperitoneally, or at least not entering the 
general abdominal cavity. We felt quite con- 
tent and happy to drain the abscess and Jet her 
get over the acute illness and had planned to 
let her go home and come back later to have 
her appendix out. She did not respond par- 
ticularly well exeept that her temperature came 
down. Her mass decreased materially in size, 
but she continued to have her pain and she con- 
tinued to have diarrhea. Even then we were 
not acute enough to suspect the true lesion. We 
considered various other things but I think 
never did consider the correct diagnosis. It 
seems rather strange in retrospect, as it usually 
does. At any rate, because her symptoms per- 
sisted, Dr. Herbert Adams, who was resident 
at that time, went in to remove the appendix 
and found a normal appendix. I will stop there 
for now. 

Dr. Epwarp L. Youna: See if anyone knows 
the answer. 

Dr. Tracy B. Matuory: It is wide open for 
discussion. 

A Puysictan: Dr. Holmes, did you mention 
anything about the pear-shaped shadow? 
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Dr. Hotmes: It is described but it is diffi- 
cult for me to be certain about it. 

Dr. Youne: I should like to ask if the mass 
that was separate from the abscess cavity still 
persisted after the abscess was drained. What 
did the pelvis show after drainage of the ab- 
scess ? 

Dr. ALLEN: First, she was very exquisitely 
tender so that it was not possible to outline the 
two masses as accurately as they appear in the 
history. I never could make it out accurately. 
The whole pelvis was considerably obscured even 
after drainage of the abscess so that we could 
make out nothing more than what you might 
get in an inflammatory process that had been 
drained, but no discrete tumor-like projections. 

Dr. Youna: She must have a lesion in the 
gastrointestinal tract. The only thing I can 
think of is ileitis, the new disease. The x-ray 
seems to me to back up that diagnosis. 

Dr. Houmes: Did the x-ray people make a 
diagnosis ? 

Dr. Mauuory: I do not think so. 

I guess you might go ahead, Dr. Allen. 

Dr. ALLEN: It is interesting that neither the 
x-ray department nor the surgical department 
laid any stress on this narrow terminal ileum 
which is the keynote to the whole picture. This 
woman had been very thoroughly studied in one 
of the other hospitals in the city and for some 
reason or other had become discouraged because 
she did not get better. They could not make a 
diagnosis so she went home and finally showed 
up here. We looked up her other records and 
found that they did not suspect this lesion. Dr. 
Adams found when he took the appendix out 
that she had a fairly typical lesion of non- 
specific granuloma involving the ileum but not 
involving the cecum at all, just as Dr. Young 
has suggested. She was very ill at that time 
and in very poor shape. Her nutrition had been 
very difficult to maintain and Dr. Adams very 
rightly planned a two-stage procedure dividing 
the bowel and bringing the ends out into the 
abdominal wall. She improved and gained 
weight after that so that a resection could be 
done at a third operation. She made an un- 
eventful convalescence after the resection. 

A Puysictan: Was there any distention of 
the small bowel at either exploration? 

Dr. ALLEN: I did not see any bowel when I 
drained the abscess. I carefully avoided that, 
but at the second operation Dr. Adams had an 
exposure that enabled him to see the entire le- 
sion. The bowel, of course, was somewhat thick- 
ened but not much distended above this area. It 
is surprising how little of that ileum appears 
to be constricted in the x-ray; in fact, it was a 
matter of several inches. 

Dr. Mautory: It was 15 centimeters long. 


Dr. Mauuory: From a perforation of the 
ileum, undoubtedly. 

Dr. Youna: Is this not the first time we have 
had terminal ileitis go on to pelvie abscess for- 
mation. 

Dr. ALLEN: I cannot answer that right off. 
Have you not been working on that, Dr. Castle- 
man? 

Dr. BENJAMIN CASTLEMAN: This is the first 
one that produced a pelvic abscess. 


CuInicaAL DrAGnosis (PREOPERATIVE) 
Appendix abscess, recurrent. 

Dr. Rosert R. Linton’s Draenosis 
Perforated appendicitis with pelvic abscess. 


PatTHOLOGIC DIAGNOSIS 


Regional ileitis with perforation. 


PatTHOLOGIC Discussion 


Dr. Matiory: The specimen in this case was 
very typical of so-called regional ileitis. The 
last 15 centimeters of the ileum was markedly 
thickened, its wall as thick as that of an ordi- 
nary rubber garden hose. On section, one finds 
the mucous membrane almost entirely replaced 
by granulation tissue and the muscular layer 
markedly thickened by a chronic inflammatory 
infiltration with a considerable amount of fibro- 
sis. There are always foci to be found in this 
inflammatory infiltration which will show cen- 
tral abscess formation with many polymorpho- 
nuclear leucocytes and then at the periphery a 
wall of large mononuclear epithelioid cells that 
very strongly suggest tubereulosis. Mixed with 
these cells, almost invariably, occasional large 
giant cells are found. As has been the experi- 
ence nearly everywhere else before the sur- 
geons!* called our attention to this clinical dis- 
ease, we have suspected cases of this type to 
be tuberculosis and have made numerous stains 
for tubercle bacilli. Material has been injected 
repeatedly into guinea pigs and other animals, 
always with negative results. The lymph nodes 
are almost invariably much enlarged. They 
were in this case. They showed an entirely 
non-specific acute inflammatory process, and 
so far as I know the giant eell foci are never 
found in them. 

Dr. BetH VincENT: Do you think the ab- 
seess resulted from rupture directly from the 
lumen of the bowel or merely from rupture of 
the small abscesses in the wall? 

Dr. CAstLEMAN: Usually there is perforation 
through the bowel wall, but the infection is 
usually walled off by the tissue around it. Very 
often sinus tracts and fistulas are formed be- 
tween loops of bowel. Apparently this one foi- 


A PuysictAN: Where did the abscess come 
from? 


lowed the unusual course of working right 
down into the pelvis. 
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Dr. Matuory: The etiology of the disease is 
entirely unknown. This type of inflammatory 
reaction is by no means specifie since it is very 
much like that seen in lymphogranuloma and 
also closely resembles a condition which Dr. 
Wolbach described a few years ago as pseudo- 
tuberculosis. I do not think, from the histology, 
that one can consider it a very specific process. 

Dr. Houmes: Does the history resemble that 
of sareoid at all? 

Dr. Mauiory: No. 

Dr. ALLEN: We might mention the fact that 
we have had a considerable number of cases 
where the cecum and ascending colon as well as 
the terminal ileum have been involved. Also, 
Dr. Ladd at the Children’s Hosptial has had 
at least one patient where the jejunum was the 


site of the lesion. So I presume it might be 
anywhere in the gastrointestinal tract. There 
have been other cases recorded where the small 
bowel elsewhere than the ileum has been in- 
volved. 


Dr. Matuory: As a final comment I would 
like to point out that this is still a newly ree- 
ognized disease entity. As yet we know very 
little of its life history. Occasional, even re- 
peated recurrences have been observed and we 
must still be guarded in our prognoses. 
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ALLERGIC SKIN REACTIONS 


THE optimism of the enthusiast for skin tests 
has never wholly counteracted the pessimism 
of the diagnostic nihilist who is skeptical of 
all skin tests. Thus there has been controversy 
about the value of positive skin tests as a diag- 
nostic procedure. The multiplicity of terms 
which always develops in any new field has un- 
doubtedly served to confuse the issue to a cer- 
tain extent. 


In any relatively new procedure adequate 
clinical experience must accumulate and suffi- 
cient time must elapse in order to arrive at the 
proper value of this procedure, whether eco- 
nomic, political or scientific. The contribution 
of Colmes which appears on page 725 of this 
issue on the subject of skin tests is helpful in 
evaluating them. In nearly 100 per cent of the 
seasonal hay fever cases positive skin reactions 
to causative pollens were found. On the other 
hand, in urticaria only 4 per cent were found 
to have positive skin reactions to agents which 
had been found clinically important. In the 
asthma group, only 40 per cent, and in the per- 


ennial vasomotor rhinitis group only 25 per 
cent of the cases had positive skin tests of diag- 
nostic significance. These figures indicate that 
positive skin tests cannot be accepted as a sole 
basis for determining the offending factor in 
many allergic cases but that a very careful clin- 
ical history is necessary. Here again is evi- 
dence that a laboratory test should not displace 
entirely a detailed clinical consideration of the 
patient. 

Coca* has already called attention to the fact 
that in the familial atopic eczema the scratch 
test or intracutaneous injection, using aqueous 
extracts, provides the most satisfactory re- 
sults, whereas in contact dermatitis the patch 
test using the original raw material, possibly 
diluted, gives a more consistent value to the 
test. The latter test, for example, results neg- 
atively very frequently in the familial allergic 
cases. 

It would seem that promiscuous skin testing 
should become a thing of the past. Proper se- 
lection of patient and of test should be made 
in order to gain the proper scientific data and 
not subject the patient to unnecessary tests and 
expense. At the same time thought should be 
given to the variation in tests from time to 
time. Their evaluation demands experience and 
common sense. Further studies will undoubt- 
edly clarify the situation still further and stab- 
ilize the value of the tests in their proper diag- 
nostie niche. 


*Coca, Arthur F.: Specific diagnosis and treatment of allergic 
diseases of the skin. J. A. M. A. 103:1275 (Oct. 27) 1934. 


Che Massachusetts Medical Soriety 


ANNUAL MEETING OF THE SECTION OF 
PEDIATRICS, JUNE 5, 1935 


THE PRESENT Status oF COMMUNICABLE 
DIsEASE CONTROL 


Amone the most rapid, as well as the most 
confusing advances that have been made in 
Pediatrics during recent years, has been the ad- 
dition to our prophylactic and therapeutic arma- 
mentarium of a number of new biologie products. 
Pediatrics, perhaps of all the specialties, with 
the exception of public health and industrial 
medicine, is the one most concerned with the 
prevention of disease and with the communicable 
diseases ; it is natural, therefore, that the physi- 
cian practicing Pediatrics, whether as a special- 
ty or as a part of his daily round, should be 
interested in these new biologie procedures. 

The difficulty, however, comes in properly 
evaluating the advances that have been made; 
in separating the wheat from the chaff; in over- 
coming a human inertia toward adopting a new 
method, or in tempering an enthusiasm, perhaps 
unwarranted, for the latest medical miracle. 
Convalescent serum and human whole blood have 
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long been recognized as effective agents in pre-|ologist, Meriden Hospital. Address: 179 Allyn 
venting measles or in serving, when injected at| Street, Hartford, Connecticut. Their subject is 
the proper time, to modify its course. Recently |‘‘Non-Calculus Obstructions at the Ureteropel- 
an extract of human placenta has been found|vic Juncture.’’ Page 705. 


to meet the same purpose. To what extent can 
this agent be relied upon to replace the older, 


less easily available substance? 


The value of whooping cough vaccines has 
long been a subject of debate; Sauer has now 
produced a vaccine of high potency which is 
claimed to be a prophylactic agent of great re-) Page 718. 
liability, producing a long time immunity to 
the disease. Has this vaccine proved sufficient- 
ly reliable to warrant its general adoption? me 
Searlet fever toxin, in conjunction with the Dick School of Medicine 1915. 


Irvine, FrepertcK C. A.B., M.D. Harvard 
University Medical School 1910. F.A.C.S. Wil- 
liam Lambert Richardson Professor of 
Obstetrics, Harvard University Medical School, 
Visiting Obstetrician, Boston Lying-In Hos- 
pital. His subject is ‘‘Braxton Hicks Version.”’ 
Address: 221 Longwood Avenue, 
Boston, Massachusetts. 


Coumes, ABRAHAM. M.D. Boston University 
Assistant Visiting 


Physician, Beth Israel Hospital. Assistant in 
test, has been used for active immunization a : 
Gover, smd have bens Medicine, Massachusetts General Hospital. In- 


Whats the structor in Medicine, Tufts College Medical 


ent status of these products, and will one or 
both of them prove to be an acceptable addi- 
Toxin-antitoxin 
was long ago proved to be an effective agent in 
the prevention of diphtheria, and in recent years 


tion to our armamentarium ? 


diphtheria toxoid has largely replaced it. Will 


School. His subject is ‘‘A Clinical Evaluation 
of the Positive Skin Reaction in Asthma, Ur- 
ticaria, Vasomotor Rhinitis and Seasonal Hay 
Fever.’’ Page 725. Address: 371 Common- 
wealth Avenue, Boston, Massachusetts. 


Coves, Wiuu1am Pearce. M.D. Harvard 


toxoid be supplanted by the alum precipitate University Medical School 1894. F.A.C.S. For- 


toxoid, given in one dose? 


mer Instructor in Surgery, Tufts College Med- 


These problems are of such importance that ical School. Former Surgeon to Out-Patients, 


it has seemed wise this year to devote the ses- 
sion of the Pediatrie Section of the Annual 
Meeting to their discussion. At that time, new 
factors in the control of measles will be pre- 
sented by Richard Cannon Eley, M.D., of the 
Boston Children’s Hospital, pertussis prophy- 
laxis by Francis C. McDonald, M.D., of the Bos- 
ton Floating Hospital, the present status of im- 
munization against searlet fever by Gaylord W. 
Anderson, M.D., Director of the Division of 
Communicable Diseases of the State Department 
of Public Health, and the control of diphtheria 
by Elliot S. Robinson, M.D., Director of the 
State Antitoxin and Vaccine Laboratory. The 
symposium will be summarized by Dr. Richard 
M. Smith. 


THIS WEEK’S ISSUE 


Contains articles by the following named 
authors : 


Bimwcoop, CHarueEs Y. B.S., M.D. University 
of Virginia Department of Medicine 1920. 
F.A.C.S. Assistant in Clinical Urology, Yale 
University School of Medicine. Urologist, Man- 
chester, Torrington, Municipal and Meriden 
Hospitals. Assistant Urologist, Hartford Hos- 
pital. Consulting Urologist, Willimantic, New 
Britain, and Winsted Hospitals. Address: 179 
Allyn Street, Hartford, Connecticut. Asso- 
ciated with him is 

Roserts, Dovetas J. M.D. University of Ver- 
mont College of Medicine 1916. Radiologist, 
Hartford, Municipal, Torrington, Manchester 
and Winsted Hospitals. Consulting Roentgen- 


Massachusetts General Hospital. Former Con- 
sulting Surgeon, Massachusetts Eye and Ear 
Infirmary. His subject is ‘‘Fracture of the 
Coracoid Process of the Scapula.’’ Page 727. 


Address: 12 Monmouth Court, Brookline, Mass- 
achusetts. 


Emery, E.S., Jr. See This Week’s Issue, page 
694, issue of April 11, for record of author. 


His subject is ‘‘Progress in Gastro-Enterology 
for 1934.’’ Page 729. 


Che Massachusetts Medical Society 


SECTION OF OBSTETRICS 
AND GYNECOLOGY* 
Tuomas M.D., 

Chairman, 


140 Rock Street, 
Fall River, Mass. 


C. J. KickHam, M.D., 
Secretary, 
524 Commonwealth Avenue, 
Boston, Mass. 


ABLATIO PLACENTAE AS A COMPLICATION OF 
PREGNANCY 


Ablatio placentae may be defined as the par- 
tial or complete detachment of the normally im- 
planted placenta before the completion of the 
second stage of labor. It was not until 1776 
that Rigby established the difference between 
hemorrhage due to the premature separation 
of the placenta and that due to placenta previa. 
Clinically, hemorrhage with pain, in the last 
trimester of pregnancy, is associated with the 


*A series of short selected articles by members of the Section 
will be published weekly. 

Comments and questions by subscribers are solicited and 
will be discussed by members of the Section. 
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premature separation of the placenta, while hem- 
orrhage without pain is connected with placenta 
previa. In the mild types of ablatio the condi- 
tion may go unrecognized until the examination 
of the placenta after the third stage of labor. 
In the severe types, however, there exists an 
effusion of blood varying in extent in the myo- 
metrium and a disassociation of the individual 
muscle fibers. The process may involve the 
anterior or posterior uterine walls and, in some 
cases, May extend to the broad ligaments and 
to the tubes and ovaries. The uterus has an 
ecclhiymotie mottled appearance which gives it 
the resemblance of an ovarian cyst with a twisted 
pedicle. The point of maximum involvement of 
the uterine wall is usually found at the site of 
placental insertion. To this disorder Couvelaire 
gave the name of uteroplacental apoplexy, a 
name which he later changed to uterine apo- 
plexy. A uterus which is the seat of these changes 
has also been termed a ‘‘Couvelaire Uterus.’ 
Clinically, the uterus is enlarged, has a ligneous 
or woody consistency and does not retract. The 
fetal heart tones are usually faint or absent 
and the uterus is so tense that it is impossible 
to outline the fetal parts. The clinically recog- 
nized eases are said to occur once in 500 labors. 

Holmes, who has made an extensive study of 
this subject, sums up the etiological factors un- 
der three heads—(1) Accidents, although these 
have not been found to play such an important 
role as the earlier writers thought. (2) Some 
types of inflammatory reactions, degenerative al- 
terations of the serotina, placenta and uterine 
wall. (3) A toxie origin, although probably not 
the toxin which causes eclampsia. 

As far as the signs of ablatio are concerned, 
the same author divides them as follows: (1) 
Signs referable to blood loss, acute anemia, diz- 
ziness, faintness, syncope. Escape of a pinkish 
discharge, blood serum. Escape of dark blood 
and blood clots. (2) Signs referable to shock. 
(3) Signs referable to the uterus, local pain 
and tenderness, uterine distention, diffuse and 
local, and changes in uterine consistency. Fetal 
signs, sudden violent fetal movements, then ar- 
rest of fetal life. 

Premature separation of the placenta carries 
a high mortality, maternal and fetal. Figures 
collected by Holmes show a wide range of re- 
sults. Thus Goodell (1870) had a gross mater- 
nal mortality of 50.9 per cent and fetal mortal- 
ity of 94.4 per cent. Holmes’ collection of cases 
showed a maternal mortality of 32.2 per cent 
and fetal mortality of 85.8 per cent, although in 
his own personal cases the maternal mortality 
was 13 per cent. Williams had three deaths 
in forty eases (7.5 per cent) ; Greenhill reported 
three deaths in eighty-two cases (3.6 per cent) ; 
while in the Rotunda Hospital service seven 
deaths oeeurred in ninety-eight patients (7.1 per 
cent). Prompt intervention under very favor- 


able circumstances allowed Portes to save but 
20 per cent of the infants while the maternal 
loss was 36 per cent. While marked improve- 
ment has been shown in the maternal results 
since the beginning of this century, the fetal 
mortality will always remain high as the infants 
usually die suddenly from asphyxia. 

The method of delivery in ablatio placentae is 
largely influenced by the amount of dilatation 
of the cervix. Watchful expectancy can be con- 
sidered only in the mildest cases, where the 
blood loss is slight. As a general principle the 
pregnancy should be terminated as soon as the 
diagnosis is made. The vaginal tampon, which 
at one time was favored by the Rotunda group, 
has been discarded in most clinics. The dilat- 
ing bag has but little more value because of its 
uncertain effects especially in the early part of 
the last trimester of pregnaney. The wide rup- 
ture of the membranes, the labor being left to 
nature, has some value in the mild eases. If 
delivery is accomplished by the natural passages, 
the uterus should be carefully packed as a pre- 
cautionary measure and small doses of posterior 
pituitary extract, two to three minims, should 
be administered at intervals to keep the uterus 
well contracted. Large doses of this extract, 
because of its forceful action on the uterine mus- 
cle, are contraindicated. If, as not infre- 
quently happens, the patient has not started in 
labor, abdominal delivery offers her the best 
chance, as by this method it is always possible 
to control hemorrhage. Since, even in severe 
cases of uterine apoplexy the lower uterine seg- 
ment is usually found free of involvement, a 
fact emphasized by Phaneuf in a paper pub- 
lished in 1925, it seems logical that the incision 
in the uterus should be made in the lower seg- 
ment rather than in the hemorrhagic corpus. 
Hysterectomy is reserved for those cases where 
the uterus fails to contract and where hemor- 
rhage persists. In performing hysterectomy it 
is frequently necessary to remove the adnexa in 
order to ligate the ovarian vessels in the in- 
fundibulo pelvic ligaments close to the pelvic 
brim rather than in the eechymotie, infiltrated 
and distended broad ligaments close to the 
uterus, as the latter procedure predisposes the 
patient to secondary hemorrhage. Blood trans- 
fusion before and after operation will prove to 
be a valuable measure in the treatment of these 
tragic cases, and will save a number of women 
who might otherwise be doomed. 


SECOND ANNUAL POSTGRADUATE MEDICAL 
EXTENSION COURSE 


The following sessions have been arranged by 
the Committee for the week beginning April 21: 


Berkshire 
Thursday, April 25, at 4:30 P.M. at the 
St. Luke’s Hospital, Pittsfield. Subject: 
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The Common Neuroses and Their Treatment 
in Private Practice. The Psychoses— 
Early Diagnosis. Albert C. England, M.D., 
George S. Reynolds, M.D., Chairmen. 


Bristol North (Attleboro Section) 
Tuesday, April 23, at 4:00 P.M., at the Sturdy 
Memorial Hospital, Attleboro. Subject: Car- 
diovascular Disease (Third Session). Wil- 

liam M. Stobbs, M.D., Chairman. 


Bristol South (New Bedford Section) 
Friday, April 26, at 4:00 P.M., at the St. Luke’s 


Hospital, New Bedford. Subject: Cardio- 
vascular Disease (Second Session). Harold 
E. Perry, M.D., Chairman. 
Franklin 
Wednesday, April 24, at 8:00 P.M. at the 
Franklin County Public Hospital, Green- 
field. Subject: Obstetrics and Gynecology 
(Third Session). Halbert G. Stetson, M.D., 
Chairman. 
Hampshire 
Wednesday, April 24, at 4:15 P.M., in the 


Nurses’ Home of the Cooley Dickinson Hos- 
pital, Northampton. Subject: Surgery (Sec- 
ond Session). Robert B. Brigham, M.D., 
Chairman. 


Middlesex North 
Friday, April 26, at 7:00 P.M., at the St. John’s 
Hospital, Lowell. Subject: Amebiasis and 
Parasite Diseases Common in New England. 
Frederick P. Murphy, M.D., Chairman. 


Norfolk (Faulkner Hospital Section) 

Monday, April 22, at 4:00 P.M., at the Faulkner 
Hospital, Jamaica Plain. Subject: The Com- 
mon Neuroses, etc. Hugo B. C. Riemer, 
M.D., Chairman. 


Norfolk (Norwood Section) 

Friday, April 26, at 8:30 P.M., at the Norwood 
Hospital, Norwood. Subject: The Common 
Neuroses, etc. Hugo B. C. Riemer, M.D., 
Chairman. 


Worcester (Milford Section) 
Thursday, April 25, at 8:00 P.M., at the Mil- 
ford Hospital, Milford. Subject: Obstetrics 
and Gynecology (First Session). Joseph I. 
Ashkins, M.D., Sub-Chairman. 


Worcester (Worcester Section) 

Wednesday, April 24, at 7:30 P.M., in the 
Nurses’ Home of the Worcester City Hospi- 
tal, Worcester. Subject: Cardiovascular 
Disease (First Session). Erwin C. Miller, 
M.D., Chairman. 


Worcester North (Fitchburg Section) 
Friday, April 26, at 4:30 P.M., at the Burbank 
Hospital, Fitchburg. Subject: Cardiovascu- 
lar Disease (Second Session). Edward A. 


MASSACHUSETTS LEGISLATIVE _ 
NOTE 


House 758. Petition of Curtis M. Hilliard for in. 
vestigation by a special commission (Commission- 
ers of Public Health and Mental Diseases and 
others) of public health laws and practices within 
the Commonwealth. 

Discharged from House Ways and Means. 

April 11. Ordered to third reading in House. 


MISCELLANY 


REORGANIZATION OF THE CARNEY HOSPITAL 
SURGICAL SERVICE 


At a recent meeting of the Governing Board of 
the Carney Hospital, the following reorganization 
of the Surgical Service was approved: Dr. Frederick 
B. Lund, who for the past nine years has been Sur- 
geon-in-Chief, was appointed Consulting Surgeon. 
Dr. A. McK. Fraser was appointed Surgeon-in-Chief 
of the First Surgical Service, and Dr. Howard M. 
Clute, Surgeon-in-Chief of the Second Surgical 
Service. 


DR. ARTHUR N. BALL 


The Board of Trustees of the Northampton State 
Hospital has selected Dr. Arthur N. Ball as Super- 
intendent of that institution, to succeed Dr. Edward 
W. Whitney, deceased, and the appointment has 
been approved by the Department of Mental Dis- 
eases, aS announced by Dr. Winfred Overholser, 
Commissioner. Dr. Ball will probably take up his 
new duties about May 10. 

Dr. Ball was born in Peru, Massachusetts, in 1883. 
He received the degree of M.D. from the University 
of Pennsylvania in 1911, following which he spent 
one year as House Officer at the Paterson, New Jer- 
sey, General Hospital. In October, 1912, he was ap- 
pointed Assistant Physician on the staff of the 
Northampton State Hospital and in March, 1918, 
was given a leave of absence to enter the Medical 
Corps of the United States Army, where he re- 
mained until July, 1919, returning to the Northamp- 
ton State Hospital as Senior Physician. In Novem- 
ber, 1921, Dr. Ball was transferred to the Gardner 
State Colony as Assistant Superintendent, where he 
remained until October, 1926, when he was trans- 
ferred to the Department of Mental Diseases as As- 
sistant to the Commissioner. On October 29, 1928, 
he was appointed Chief Executive Officer of the 
Boston Psychopathic Hospital. From November, 
1931 to the present time he has been an Assistant 
to the Commissioner of Mental Diseases, one and 
one-half years of which period he had charge of the 
Division for the Examination of Prisoners. 

Dr. Ball married Miss Mae Turner of Cumming- 
ton, Mass., and has one son, Myron Douglas. He 
is a member of the American Psychiatric Associa- 
tion, Massachusetts Psychiatric Society, American 
Medical Association, the New England Society of 


Adams, M.D., Chairman. 


Psychiatry, and the Massachusetts Medical Society. 
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In commenting on Dr. Ball’s appointment, His 
Excellency, Governor Curley, said: 

“The selection of Dr. Arthur N. Ball by the trus- 
tees to be superintendent of the Northampton 
State Hospital is entirely in line with what I believe 
to be the only sensible policy in such highly spe- 
cialized institutions as those within the jurisdiction 
of the State Department of Mental Diseases. 

“The care and treatment of the mentally ill is an 
exact science, which calls for highly trained and 
temperamentally equipped department and divisional 
officials. The work is difficult and the remuneration 
is seldom large and I believe that those men who 
are giving their lives and talents to this important 
duty of our State government should be promoted 
from the ranks when opportunity for advancement 
presents itself. It is the constant adherence to this 
policy which has preserved the morale for which 
our Massachusetts Department of Mental Diseases 
is known the country over.” 


CORRESPONDENCE 


DOCTORS AND THE LIEN BILL 


March 28, 1935. 
Editor, New England Journal of Medicine, 


On Monday, March 18, there was an editorial in 
the Evening American which started off with the 
caption “Extending a Racket. Beacon Hill Idea,” 
which was a blast from some so-called law maker 
at the State House, with a mean broadside shot 
at physicians. 

I felt a little hurt and wrote a letter to the editor 
requesting him to say something on the other side 
of the question, and on Wednesday, March 27, in 
the American on the editorial page he did so. I am 
enclosing both articles. 

Martin Hays, one of the leaders of the House, a 
lawyer, who seemed to favor the Lien bill some 
time ago, especially at the hearing, has become rather 
nasty, insulting the entire medical profession. On 
March 27, in an article in the Boston Morning Globe, 
he said in part, “But,” Mr. Hays went on, “now that 
the House is considering this matter, I am inclined 
to think we should kill the whole thing. Why should 
the doctors and hospitals be permitted to get their 
talons on the money of the people who are insured? 
There are more doctors ‘chiseling’ on such matters 
than any other group I come in contact with. I 
know doctors who are acting as attorneys so that 
they may fatten their fees.” 

Dr. Miles, who heard him at the time he spoke, 
said he bitterly harassed the medical profession for 
no particular reason except, perhaps, that he was 
favorably inclined to lobbyists of lawyers who are 
on the other side. 

I wrote Representative Hays a letter. I do not 
know whether it will make any difference in his 
opinion at this time, but I wrote to him diplomatically 
with no apparent intention to antagonize him in 


any way. I am enclosing a copy. I hope you will 
find the enclosures of interest. 
I remain, 
Respectfully yours, 
Henry M. LANDESMAN, M.D. 
463 Commonwealth Avenue, 
Boston, Mass. 


March 27, 1935. 
Hon. Martin Hays, 
State House, 
Boston, Mass. 


My dear Mr. Hays: 

I was terribly disappointed in the quotation sup- 
posed to have been made by you in reference to 
Senate Bill 52. I believe there must be some mis- 
understanding. You recall that at the hearing of the 
bills dealing with liens for physicians, hospitals and 
nurses, the hearing room was jammed with phy- 
sicians and representatives from hospitals all over 
the State. 

It is true that you have been a very busy man 
and have had to listen to a great deal from pro- 
ponents of other bills, but at the same time some 
protection must be given to physicians and hospitals 
for services rendered when settlements are made. 
There is no comparison here of physicians with 
butchers and grocers. Physicians are serving the 
poor gratis at hospitals and at homes, hospital in- 
stitutions are open to the poor; we are doing some- 
thing for the public constantly, and when settle- 
ments are made in cases where services were 
rendered, why shouldn’t the hospitals and physicians 
be paid? The lawyers always get their checks, 
they are always paid, what objections have lawyers 
to the payment of physicians and hospitals? Is it 
not true that a physician is an important factor 
in an accident, does not the physician send reports 
to the lawyers whose clients are injured? You know 
that a physician trudges to the home of a patient, 
takes care of him and treats him, gets him back to 
health and work, and yet when settlements are 
made we do not hear of these for a long time and 
would not perhaps if we did not happen to look 
them up. What objections can there be to physicians 
being paid? When a great deal of work is done for 
a patient with broken limbs or a fractured skull or 
brain injury and settlements are made that are 
rather small, do not the physicians always appreciate 
this fact and are they not willing to take a loss in 
the amount of their bill? In other words, my friend, 
give us a break. 

I have investigated this matter as you know, and 
things are very deplorable. Let me cite you what 
occurred in my experience lately: 


Case 1. A patient of mine was in an automobile 
accident, was badly injured so much so that she 
required over four weeks in the hospital with 
weight attachments to her lower limbs. A con- 
sultation was also held. The case was settled for 


$400, the attorney gave the patient $165.00 and re- 
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tained $235.00. The patient understood in signing 
the release that the attorney would take care of 
doctors’ and hospital’s fees. The attorney says 
that the patient signed a release which said that 
she would take care of the hospital’s and doctors’ 
fees. The patient is now “broke”, and the hospital, 
the other doctor, and I have received nothing for 
over three months’ services. Is that fair? I would 
not know about this settlement which occurred 
early in January except that my secretary found 
it out at the Registry. 

Case 2 is another automobile accident in which a 
mother, father and baby were injured. There 
was a question of a fractured skull of the baby. 
The child was badly hurt in the head. After 
months of waiting for payment of services, cases 
were settled last October and my secretary dis- 
covered this in February. Services are still unpaid. 


Case 3. Another accident case, was settled six 
months ago without my knowing it until my sec- 
retary found out about it in February. Services 
are still unpaid. 

Case 4. Another case in which three people 
were injured in a house. Cases were settled and 
the attorney wanted to send me a check for my 
services. The patient made a howl and the attorney 
called me up and said the patient insisted on pay- 
ing me himself, although he thought it might be 


_ agreeable to mail me a check at the same time 


but on account of the howl of the patient, he 
asked me what to do. Feeling that the patient 
was square, I told him to turn the money over to 
the patient and that the patient would pay me. 
The patient never paid me. 

I never was paid for those three cases. 

Case 5. In the case of another patient whom I 
treated, settlement was made about six months 
ago. The settlement was discovered by my secre- 
tary at the Registry in February. I have repeated- 
ly sent bills and no attention is paid to them. 


Case 6. In another case which was settled for 
$450.00, the patient claimed he received $150.00. 
I met him a year after the case was settled and 
inquired about it and he exclaimed, “Why, the 
lawyer held out your $75.00 and promised to send 
you a check for your services. This case was 
settled a year ago.” I got in touch with the lawyer 
and he informed that he had sent me a check. I 
told him I had not received any and asked him 


' to look up his files. The next day he called me 


on the telephone and said, “Oh, I have a check for 
you for $25.00.” I informed him as to the amount 
of services I rendered to this patient, who was 
knocked down by a machine and badly injured, 
and the charge for my services was $75.00, which 
the patient felt was reasonable and was satisfied 
and not only that, but the patient understood him 
to say that he was going to send me a check for 
$75.00. “Well,” he answered me, “I’ve got $25.00 
here for you and you can take it or leave it.” 
Case 7. This is the case of a woman who was 
knocked down by a machine traveling over forty 


miles an hour. She recovered from severe in- 
juries. The case was settled for $2,500.00, my bill 
for $110.00 and x-ray bill have not been paid. Have 
judgment and have not been paid yet. 


I am sure you do not think that this is fair, and 
I could continue to cite you many irritating cases. 

Now another matter of which you spoke, of doctors 
trying to settle cases. If physicians are going to get 
up at any time of the night and rush to patients 
injured in various accidents, and you know at 
times it is very important to get a doctor to a 
patient as quickly as possible, and when the doctors 
carry these patients through to health and are un- 
able to collect for their services, they are forced to 
attempt by some other method to be recompensed 
for the honest and faithful work which they do. 
I believe in being protected for work rendered 
which is not charity work, for when settlements are 
made, the doctor’s bill is always a factor of im- 
portance in the settlement, and they are forced to 
do this. Not only that, but there is even some en- 
couragement given by insurance companies. 

There is really no harm to any one in a lien for 
physicians and hospitals except by such patients and 
a small number of lawyers who have been and want 
to continue fleecing the physicians of their fees. 
Physicians do not begrudge lawyers the amount of 
their fees. Why should any lawyer begrudge the 
physician or the hospital which cares for a patient 
with broken limbs or injured head for three or four 
weeks or longer? 

Physicians feel that when an individual is hurt, 
that patient is entitled to some compensation for the 
suffering and loss of time from work. If the settle- 
ment is such that the physician’s bill takes up most 
of the settlement and the attorney and the patient 
do not receive a reasonable amount, he is always 
willing to adjust his bill, so what objection can 
lawyers have to such a lien? 

Many physicians refuse to handle accident cases 
because they are not paid for such services. Accidents 
may happen to anyone. Would it be fair if in a 
certain accident where first aid was needed immedi- 
ately, the physician refused to treat such a patient? 
This is a serious question and an important one. 

I hope what I have said clears up the situation 
and you will feel that this lien law is not quite so 
bad as it looks at first, for eleven states are now 
utilizing a similar law, and it is of much benefit to 
the lawyer, patient, doctor, and insurance company. 
There is no harm in it. 

Respectfully yours, 

H. M. LanpesmMan, M.D. 


AN ENGLISH REGIMENTAL SURGEON THE 
AUTHOR OF “YANKEE DOODLE” 


Editor, New England Journal of Medicine, 

The following quotation is from “Johnson of the 
Mohawks: A Biography of Sir William Johnson, 
Irish Immigrant, Mohawk War Chief, American Sol- 
dier, Empire Builder,’ by Arthur Pound in collabora- 
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tion with Richard E. Day, Litt.D., New York. The 
Macmillan Company, 1930. 

The quotation: 

“Dr. Richard Shuckburgh was a surgeon in the New 
York regiment and was in this country as early as 
1727. He appears in Johnson’s correspondence in 
1746. In 1758 his regiment was encamped at Fort 
Crailo, Greenbush, N. Y., before the Ticonderoga 
expedition. He is said to have written while sta- 
tioned there the quaint verses known as ‘Yankee 
Doodle,’ at the expense of the provincial regiments 
and their unmilitary appearance. For a period of 
the French War he acted as Secretary of Indian 
Affairs, but was removed by General Amherst in 
1761, later buying a surgeon’s commission in the 
lith regiment. By reason of his personal attach- 
ment to Johnson, he was much gratified at receiving 
the Indian secretaryship in 1765, an office which 
he held until his death in 1773.” 

Very truly yours, 
Wo. Pearce Cougs, M.D. 

March 19, 1935. 


RECENT DEATH 


MacARTHUR—Georce E. MacArtuer, M.D., a lead- 
ing physician of Ipswich, died at the Cable Memorial 
Hospital on April 10 at the age of seventy-seven 
years. He had been a member of the staff of the 
Cable Hospital since it was founded in 1917. 

Dr. MacArthur was born in Camden, Maine, and 
after being graduated from the Vermont Medical 
School, practiced for a short time in Winthrop. He 
settled in Ipswich in 1888. He was chairman of the 
board of health, of which he had been a member for 
thirty years, and for twenty-five years had been 
chairman of the school board. 


OBITUARIES 


RESOLUTIONS ADOPTED BY THE TRUSTEES OF 
THE SALEM HOSPITAL IN APPRECIATION OF 
EDWARD L. PEIRSON, M.D. 


On January 18, 1935, Dr. Edward L. Peirson 
passed away. Born in Salem, he was seventy-two 
years of age at the time of his death. 

After graduating from both Harvard College and 
Harvard Medical School, he spent a long period in 
study abroad and upon returning to this country, 
settled in his native city to carry on in his chosen 
profession of medicine, thus following in the foot- 
steps of both his father and grandfather. 

He was appointed to the Professional Staff of the 
Salem Hospital in 1890 and was President of the 
Staff from 1914 to 1919. In 1918 he asked to be re- 
lieved of active duties in connection with hospital 
routine and he was therefore transferred to the Ad- 
visory Staff. 

In his long professional career he was recognized 
as a brilliant representative of his school and he had 
a large following in the community. In the last few 
years of his life he gradually withdrew from active 


practice and it would seem to be appropriate in this 
brief tribute to his memory, to point out that the 
family traditions he so capably and conscientiously 
upheld for so many years are being carried on by a 
member of the fourth generation, his son, Dr. Ed- 
ward L. Peirson, Jr. 


RESOLUTIONS ADOPTED BY THE TRUSTEES OF 
THE SALEM HOSPITAL IN APPRECIATION OF 
JAMES E. SIMPSON, M.D. 


We have to record the death of Dr. James E. 
Simpson on January 19, 1935, at the age of sixty- 
five years. 

He was born in Maine and after graduating from 
the Harvard Medical School, became first Intern of 
the Salem Hospital in 1890-1891. 

In the latter year he was appointed a member of 
the Professional Staff of the Hospital. He served as 
President of the Staff from 1923 to 1935. In 1930, 
at his request, he was transferred to the Advisory 
Staff. 

He served as Assistant Medical Examiner of the 
Salem District from 1902 to 1929 and in the latter 
year was appointed Medical Examiner, which posi- 
tion he resigned a few weeks before his death. 

As medical adviser to a number of corporations, 
he became recognized as an expert in his profes- 
sion, and his services were much sought for in legal 
circles. 

His prominence as a practitioner, supplemented 
by his activities in other directions, made him an 
outstanding individual in the community and his 
passing creates a great void. His memory will be 
cherished by a wide circle of friends. 


— 


NOTICES 


BOSTON UNIVERSITY SCHOOL OF MEDICINE 
SURGICAL CLINIC AT THE BOSTON CITY 
HOSPITAL 


Friday, April 26, 12-1, Cheever amphitheatre. 

Dr. Arthur W. Allen, Instructor in Surgery, Har- 
vard Medical School, and Associate Surgeon, Massa- 
chusetts General Hospital, will discuss “Diseases 
of the Biliary Tract.” 

Physicians and medical students are invited. 


CLINIC AT THE PETER BENT BRIGHAM 
HOSPITAL 


At 3:30 P.M. on Thursday, April 25, in the Amphi- 
theatre of the Peter Bent Brigham Hospital, Dr. 
Henry A. Christian will give the final clinic of the 
present series. To it are cordially invited practi- 
tioners and medical students. These clinics will be 
resumed on October 3. 

Saturday staff rounds from 10 to 12 will be con- 
tinued. These are open to physicians. At this time 
selected patients will be demonstrated and dis- 
cussed in the medical wards of the Peter Bent Brig- 


ham Hospital. 
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A PRIZE OF FIFTY DOLLARS FOR CASE RE- 


value of the serum treatment in Types I and II, 


PORTS BY INTERNS IN MASSACHUSETTS |if instituted in the early stage of the attack. 


HOSPITALS 


Dr. Roderick Heffron, Director of Pneumonia 


The attention of interns in Massachusetts hospi-|5tudy by the Department of Public Health under a 
tals is called to the fact that a prize of $50.00 has cabal erent by the Commonwealth F und of New 
been offered by the Massachusetts Medical Society York, which expires with the enmmegees of the cur- 
for thé best written and most comprehensive case | Tent calendar year, gave details of this study of 
report, which may be submitted by one of their serum treatment of pneumonia with comparative fig- 
number holding any of the rotating internships for ures of results in cases treated with and without 
the year 1934-1935 in any Massachusetts hospital the serum. 


which is approved for intern training by the Amer- 


ican Medical Association. 


This report is to be typewritten and when com- 
pleted is to be sealed, unsigned, in a plain envelope, 


which in turn is to be placed together with a sep- 
arate slip bearing the name and address of the con- 

testant in a larger envelope, and sent to 
The Massachusetts Medical Society, 

Committee on Medical Education 

and Medical Diplomas, 
8 Fenway, 
Boston, Mass. 

The contest this year closes May 1, 1935. Reports 
may be submitted at any time prior to that date. 


A PROBABLE DRUG ADDICT 


A man who may be a drug addict has applied to 
two doctors for relief from symptoms apparently 
due to tuberculosis. One of the doctors prescribed 
morphine, but is now suspicious that the man is an 
addict. Doctors should be careful with respect to 
treating such cases and should have them referred 
to the authorities. 


REPORT AND NOTICES 
OF MEETINGS 


ESSEX SOUTH DISTRICT MEDICAL SOCIETY 


The Essex South District Medical Society held a 
regular meeting at Essex Sanatorium, Middleton, on 
April 3, 1935. 

Clinic 5 P.M. 

A Brief Summary of Blood Sedimentation Rates 
in Pulmonary Tuberculosis. Dr. Benita C. Daven- 
port. 

Summary of the Last Two Years’ Experience with 
Pneumothorax Treatment in Pulmonary Tuberculo- 
sis at Essex Sanatorium. Dr. Grace E. Wilder, Dr. 
Joseph M. Houser. 

Bronchoscopy in the Diagnosis of Obscure Lung 
Conditions. The Treatment of Tuberculous Laryn- 
gitis. Dr. John G. Adams. 

Experience at Essex Sanatorium with Collapse 
Therapy other than Pneumothorax. Dr. Hubert A. 
Boyle. 

Discussion of Surgical Technique in Collapse 
Therapy. Dr. Richard H. Overholt (Lahey Clinic). 

The clinic was followed by dinner at seven, after 
which a symposium on Pneumonia was held. 

Dr. Frederick T. Lord, of Boston, discussed the 
subject with charts showing the relative incidence 


Dr. Richard Sweet, of Boston, spoke on Empyema 
and Its Surgical Treatment. 
T. Hopkins, M.D., Reporter. 


THE NEW ENGLAND ROENTGEN RAY SOCIETY 


The April Meeting will be held Friday night, April 

26, 1935, at The Children’s Hospital, 300 Longwood 

Avenue, Boston, Mass., at 8:15 P.M. 

Entrance to the Amphitheatre on Vila Street. 

Dr. E. C. Vogt will present the following program: 
SCIENTIFIC SESSION 

1. A Pathologist’s Concept of the Causes of Sudden 

Death in Early Life. Sidney Farber, M.D. 

2. Osseous Development in Normal Infants and 

Young Children. Miss Vernette Vickers. 


3. A Roentgenologist’s Concept of Congenital Hips. 
E. C. Vogt, M.D. 


The usual dinner will be held at the Harvard Club 
at 6:30 P.M. 


T. R. Heaty, M.D., President, 
370 Marlborough Street, Boston, Mass. 
RICHARD Dresser, M.D., Secretary, 
' Collis P. Huntington Memorial Hospitai, 
Boston, Mass. 


NEW ENGLAND HEART ASSOCIATION 
The next regular monthly meeting of the New Eng- 
land Heart Association will be held at the House of 
the Good Samaritan, 25 Binney Street, Boston, Mon- 
day, April 29, at 8:15 P.M. Program: 1. Presentation 
of Cases. Howard B. Sprague, M.D. 2. The Develop- 
ment of Mitral Stenosis in Young People. Edward 
F. Bland, M.D. 3. An Evaluation of the Sedimenta- 
tion Rate as a Test for Rheumatic Activity. Bene- 
dict F. Massell, M.D. 4. Effect of Administration of 
Vitamin C in Rheumatic Fever. James M. Faulkner, 
M.D. 
All members of the New England Heart Association 
and interested physicians are invited to attend. 


The New England Heart Association offers a Spe- 
cial Lectureship by Dr. Dana W. Atchley of the Pres- 
byterian Hospital, Columbia University, at the Bos- 
ton Medical Library (John Ware Hall), April 26, 1935, 
at 4:30 P.M. “The Rdle of Peripheral Circulatory 
Failure in Clinical Medicine.” 


Physicians and medical students are invited to. 
attend. 


The annual meeting of the New England Heart As- 
sociation will be held before the lecture, April 26, at 


of the four types of the disease and emphasized the 


4:00 P.M. 


JAMES M. M.D., Secretary. 
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AMERICAN UROLOGICAL ASSOCIATION AND 
WESTERN BRANCH SOCIETY, AMERICAN URO- 
LOGICAL ASSOCIATION 


The officers of the American Urological Associa- 
tion and its Western Branch Society cordially in- 
vite all physicians of the Western Hemisphere in- 
terested in Urology to participate in the thirty-second 
national convention in San Francisco, June 24-28, 
19385. 

A splendid program has been arranged for the 
members and their families and headquarters will 
be in the world-famed Palace Hotel. Scientific ses- 
sions will be conducted June 25, 26 and 27 and the 
Western Branch Society will convene June 28. On 


‘Wednesday, June 26, Prof. Hugh Hampton Young, 


of Johns Hopkins University, will deliver the Ramon 
iuiteras Lecture on “The Abnormalities and Plastic 
Surgery on the Genito-Urinary Tract.” Monday, June 
24, has been set aside for the annual golf tourna- 
ment which will take place on picturesque ever- 
green links overlooking the Pacific Ocean, fol- 
lowed by a stag dinner. A banquet will be held on 
the evening of June 26 and a dinner dance on June 
27. Both functions will be graced by the presence 
of the fairer sex and their families. 

Take advantage of the greatly reduced railroad 
rates and visit San Francisco, whose historic back- 
ground, Bohemian atmosphere, cosmopolitan aspect 
and cool summer climate make it an ideal and 
interesting place to spend a summer vacation. 

CHARLES P. MATHE, M.D., 
Chairman, Publicity Committee. 
450 Sutter Street, San Francisco, California. 


ROBERT BRIGHAM HOSPITAL 


CLINICAL MEETING 

An open Clinical Evening will be held at the Rob- 
ert Brigham Hospital, 125 Parker Hill Avenue, Bos- 
ton, on Tuesday, April 23, at 8:15 P.M. 

There will be a presentation of cases and open 
discussion on the Diagnosis and Treatment of Vari- 
ous Types of Chronic Arthritis. 

Physicians, nurses and students are invited to 
attend. 

The usual Wednesday 4:30 P.M. Open Meeting 
will be omitted for that week. 


THE ANNUAL MEETING OF THE MASSACHU- 
SETTS TUBERCULOSIS LEAGUE 


The Twenty-Second Annual Meeting of the Massa- 
chusetts Tuberculosis League will be held at the 
University Club on Monday, April 29. The pro- 
ceedings will open at eleven in the morning with 
the Annual Address of the President, Dr. Frederick 
T. Lord. This address will be followed by the an- 
nual report of the Executive Secretary, Mr. Frank 
Kiernan, and the annual report of the Educational 
Secretary, Miss Jean V. Latimer. 

At noon the Annual Meeting of the Corporation 
will be held with reports from the Treasurer, Audi- 
tor and Nominating Committee. At 12:30 P.M. the 


annual luncheon meeting will take place with Dr. 
Kendall Emerson of New York, Managing Director 
of the National Tuberculosis Association, as the 
principal speaker. Following the speaking program 
there will be a meeting of the Board of Directors. 

The Annual Address of the President of the League 
will be entitled “The Prevention and Control of Tu- 
berculosis in the Commonwealth of Massachusetts 
with Special Reference to the Activities of the 
Massachusetts Tuberculosis League.” 

Dr. Kendall Emerson’s Address will be entitled 
“The Tuberculosis Program in These Changing 
Times.” These addresses will be subsequentiy sub- 
mitted to this Journal for publication. 

The Nominating Committee for 1935 is composed 
of the following: Dr. James F. Brewer, Chairman, 
Mrs. Leslie B. Cutler, Mr. Thornton K. Ware, Dr. J. 
Frank Donaldson and Mr. Clifton H. Hobson. 


CONFERENCE ON OCCUPATIONAL DISEASES 


The Fourteenth Annual Massachusetts Safety Con- 
ference, Hotel Statler, Boston, May 6-7, 1935, will in- 
clude a section on Occupational Diseases, at 2 P.M., 
May 6, with the following program: 


Chairman, Manfred Bowditch, Director, Massachu- 
setts Division of Occupational Hygiene. 


I. The State Division of Occupational Hygiene. 
Introductory remarks by the chairman. 


The Chemical Work of the Division—Dr. Hervey 
B. Elkins, Chemist, Massachusetts Division of 
Occupational Hygiene. 

The Engineering Work of the Division—Wm. 
Howard Lehmberg, Engineer, Massachusetts 
Division of Occupational Hygiene. 

Discussion, led by Dr. Albert S. Gray, Director, 
Connecticut Bureau of Occupational Diseases. 

II. Yoxic Vapors, Their Hazards and Their Control. 

Dr. W. F. vonOettingen, Director, Haskell Lab- 
oratory of Industrial Toxicology, E. I. duPont 
deNemours & Co., Inc., Wilmington, Del. 

Discussion, led by Philip Drinker, Associate 
Professor of Industrial Hygiene, Harvard 
School of Public Health. 


The work of this new division is of interest to 
every employer, worker and insurance carrier in 
the Commonwealth. Come and learn how it can 
help you. 

The Granite Dust Control Project being con- 
ducted by the Division in codperation with the Mass- 
achusetts Emergency Relief Administration will be 
fully described. It is a demonstration of practical 
dust control about which everyone concerned with 
industrial dust should be fully informed. 


MASSACHUSETTS SOCIETY OF EXAMINING 
PHYSICIANS 
Annual Meeting and Election of Officers, the 
Copley Plaza, Wednesday evening, April 24. Dinner 
at 6:45 P.M. sharp. $2.50 per plate. ’ 
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1. The “Lien Bill” (to provide security to hospitals 
and physicians in certain personal injury 
cases), State Senator Dr. Charles G. Miles, 
Chairman of the Committee on Education. 

Discussion opened by Mr. Frank Scannell of the 
Lumberman’s Insurance Company. 

2. Bohler’s Method of Treating Fractures of the 
Os Calcis, illustrated by moving pictures. 
Dr. William Lanigan, Junior Visiting Ortho- 
pedic Surgeon to the Cambridge City Hospital. 

Discussion opened by Dr. Joseph H. Shortell. 
FREDERICK W. O’BRIEN, M.D., President. 


Wma. Pearce CouEs, M.D., Secretary. 


SOCIETY MEETINGS, CONGRESSES 
AND CONFERENCES 


CALENDAR OF BOSTON DISTRICT FOR THE WEEK 
BEGINNING MONDAY, APRIL 22, 1935 


Tuesday, April 23— 

+2:30-4 P.M. Ward Visit, Massachusetts Eye and Ear 
Infirmary. 

+4-5 P.M. Seminar, Pediatric Laboratory, Massachu- 
setts General Hospital. 

*5 P.M. Gunnar Nystrom, Professor of Surgery, Uni- 
versity of Upsala, Sweden, will discuss Swedish 
Experiences in Combating Appendicitis. Harvard 
Medical School, Building D, Amphitheatre. 

*8:15 P.M. Robert Brigham Hospital, Clinical Meeting. 
125 Parker Hill Avenue, Boston. 

Evening Meeting. The Massachusetts Society for So- 
cial Hygiene, University Club, Boston. 

Wednesday, April 24— : 

6:45 P. Massachusetts Society of Examining Physi- 

cians. (Dinner.) Copley-Plaza, Boston. 
Thursday, April 25— 

*12 M. Clinico-Pathological Conference. Massachusetts 
General Hospital. 

712 M. Clinico-Pathological Conference. Children’s 
Hospital. 

*3:30 P.M. Medical Clinic. Dr. Christian. Peter Bent 
Brigham Hospital. 

+4:30 P.M. Surgical Clinic. Children’s Hospital Amphi- 
theatre. 

Friday, April 26— 

+12 M. Clinical Meeting of Children’s Medical Staff. 
Massachusetts General Hospital. Ether Dome. 

*12-1. Boston University School of Medicine Surgical 
Clinic in the Cheever Amphitheatre of the Boston 
City Hospital. 

4 P.M. New England Heart Association. 
Meeting. Boston Medical Library. 

4:30 P.M. New England Heart Association. Special 
Lectureship by Dr. Dana W. Atchley. Boston Med- 
ical Library. 

6:30 P.M. The New England Roentgen Ray Society. 
Dinner. Harvard Club, Boston. 
8:15 P.M. The New England Roentgen Ray Society. 
Children’s Hospital, 300 Longwood Avenue, Bos- 

ton. 


Annual 


Saturday, April 27— 
*10-12. Medical Staff Rounds. Dr. Christian. Peter 
Bent Brigham Hospital. 


*Open to the medical profession. 
+Open to Fellows of the Massachusetts Medical Society. 


April 23—Robert Brigham Hospital, Clinical Meeting. 
See page 749. 

April 23—Swedish Experiences with Appendicitis. Gun- 
nar Nystrom, Professor of Surgery, University of Upsala, 
Sweden. Auspices of Alpha Omega Alpha, Harvard Med- 
ical School, Building D, Amphitheatre, 5 P.M. 

April 23—The Massachusetts Society for Social Hygiene 
will meet at the University Club, Boston. For information 
address Dr. E. Granville Crabtree, 99 Commonwealth 
Avenue, Boston. 

April 24—Massachusetts Society of Examining Physi- 
cians. See page 749. 

April 25—Clinic at the Peter Bent Brigham Hospital. 
See page 747. : 

April 25, 26, and 27—The American Association on Men- 
tal Deficiency will meet at the Palmer House, Chicago. 
For information address the Secretary, Dr. Groves B. 
Smith, Godfrey, Illinois. 

April 26—New England Heart Association. See page 748. 

New England Roentgen Ray Society. See 
page 748. 

April 26—Boston University School of Medicine Surgical 
Clinic at the Boston City Hospital. See page 747 


April 29—Massachusetts Tuberculosis League. “Annual 


April 29—New England Heart Association. See page 748. 

April 29 - May 3, 1935—The American College of Physi- 
cians will meet at Philadelphia. For information address 
Mr. E. R. Loveland, Executive Secretary, 133-135 South 
36th Street, Philadelphia, Pa. 


ay 6—Conference on Occupational Diseases. See page 


June, 1935—Medical Library Association will meet in 
Rochester, N. Y. For details, address the Secretary: 
Miss Frances N. A. Whitman, Librarian, Harvard Uni- 
a Schools of Medicine and Public Health, Boston, 

ass. 


June 11—American Heart Association. The Eleventh 
Scientific Session will be held from 9:30 A.M. to 5:30 P.M., 
at the Hote! Claridge, Atlantic City, N. J. The program 
will be devoted to various subjects on cardiovascular 
disease. Gertrude P. Wood, Office Secretary, 50 West 
50th Street, New York, N. Y. 


June 12 and 13—Academy of Physical Medicine, Annual 
Meeting, will be held at the Claridge Hotel, Atlantic City, 
N. J. For further details address: Arthur H. Ring, M.D., 
Secretary-Treasurer, Arlington, Mass. 

June 17 to 21—Convention of the Catholic Hospital As- 
sociation will be held at Creighton University, Omaha, 
Nebraska. For information address the Most Reverend 
Joseph Francis Rummel, D.D., Bishop of Omaha. 


June 24-28—American Urological Association and West- 
ern Branch Society, American Urological Association. See 
page 749. 

June 27-29 inc.—British National Association for the 
Prevention of Tuberculosis will be held at Southport, 
England. Persons desiring further information should 
write to Miss F. Stickland, Secretary of the Association 
at Tavistock House North, Tavistock Square, London, 
W. C. I, England. 


July 1-23—University of Freiburg i. Br. will hold a 
vacation course of the medical faculty. For information 
address Akademische Auslandsstelle der Universitat Frei- 
burg i. Br., Schwimmbadstrasse 8, Germany. 

July 22-27—Seventh International Congress on Indus- 
trial Accidents and Diseases, Brussels, Belgium. The 
American Committee of the Congress is under the chair- 
manship of Dr. Fred H. Albee, New York, for the Sec- 
tion on Accidents, and that of Dr. Emery R. Hayhurst, 
Columbus, Ohio, for Industrial Diseases. The American 
delegation to the Congress will sail from New York on 
July 8 and visit London, Amsterdam, The Hague and 
Paris, and, optionally, Budapest. Physicians interested 
in the Congress or in the medical tour in conjunction 
with it, may address the Secretary, Dr. Richard Kovacs, 
1100 Park Avenue, New York City. 

October 7-10—American Public Health Association will 
meet in Milwaukee, Wisconsin. For information address 
the American Public Health Association, 50 West 60th 
Street, New York City. 


DISTRICT MEDICAL SOCIETIES 


ESSEX NORTH DISTRICT MEDICAL SOCIETY 


The Annual Meeting will be held in May. Time, place 
and subject to be announced. 
E. S. BAGNALL, M.D., Secretary. 


ESSEX SOUTH DISTRICT MEDICAL SOCIETY 
May 8—Anrual Meeting. Salem Country Club, Peabody. 
Dinner at 6 P. M. sharp. (Note change in time.) 
FRANKLIN DISTRICT MEDICAL SOCIETY 


Meeting will be held on the second Tuesday of May 
at the Weldon Hotel, Greenfield, Mass. 

HARLES MOLINE, M.D., Secretary. 
Sunderland. 


MIDDLESEX EAST DISTRICT MEDICAL SOCIETY 


May 8—Winchester. 
K. L. MACLACHLAN, M.D., Secretary. 
1 Bellevue Street, Melrose. 


NORFOLK DISTRICT MEDICAL SOCIETY 
May—Annual Meeting. Date, time and place to be 
announced. 

SUFFOLK DISTRICT MEDICAL SOCIETY 
April 24—Clinical Meeting at the Children’s Hospital. 


The medical profession is cordially invited to attend 
this meeting. 

ROBERT L. DeNORMANDIE, M.D., President. 
GEORGE P. REYNOLDS, M.D., Secretary. 


WORCESTER DISTRICT MEDICAL SOCIETY 
May 2—Censors’ Meeting will be held in the Arts Room 
of the Worcester Public Library, Elm Street, at 4:30 P.M. 
May 8&—Wednesday afternoon and evening. Annual 
Meeting of the Worcester District Medical Society. The 
time and place of this meeting will be announced later. 

RWIN C. MILLER, M.D., Secretary. 
27 Elm Street, Worcester. 


WORCESTER NORTH DISTRICT MEDICAL SOCIETY 


Meeting. See page 749. 


April 24—Meeting to be held at the Burbank Hospital, 
Fitchburg. Dinner at 1 P.M. 
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